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the hard work of laying the foundations for the success of this work. She brought a warm heart as well 
as the skill and ability to get this off the ground in the aged care facility. Marguerite Kelly was part of 
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were sorely missed and we are grateful for the solid work they did to enable us to continue in such a 
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It is well accepted that as people age their social worlds often shrink. This is at the very time when most 
of us need people to walk beside us as we travel through the final phase of our lives. It is also recognised 
that living in an aged care facility can disrupt social worlds, resulting in loneliness, isolation and misery 
for many (National Institute on Aging, 2019; Singer, 2018; Fakoya et.al., 2020; Royal Commission into 
Aged Care Quality and Safety, 2020). Furthermore, we know that being connected, having a positive 
identity, continuing to contribute to the fabric of society are all essential to positive healthy ageing, 
increased life expectancy and overall life satisfaction (Onyx & Warburton, 2003; Ashida et al., 2018; Mick 
et al., 2018). This is fundamental to wellbeing. 
To address this problem, in 2018 The GroundSwell Project (GSP), Southern Cross Care (SCC) and 
The Caring at End of Life Team at Western Sydney University (WSU), came together to pilot the 10K 
initiative. SCC funded the project and provided ongoing support, input and advice via the steering 
committee. GSP employed a community development worker (funded by SCC) who was embedded 
as a change agent in an aged care facility and charged with the responsibility of operationalising the 
initiative. The research team collected data from multiple stakeholders: residents, staff, management 
and community1 members, feeding back emerging results so that the work was evidence based. In this 
report we present the research component of this initiative which took place over 3 years, from April 
2017 to April 2020. We were concerned with identifying the challenges and barriers to this initiative in 
addition to documenting what worked and was potentially transferable. 
The 10K initiative focused on the maintenance and development of social networks and relationships 
for a group of elders who lived in an aged care facility in the Western Suburbs of Sydney. This was to be 
achieved by implementing a community development programme. One of the core values of community 
development is to understand that the problem, in this case of decreased relationships and shrinking 
1  We recognise that community is an ill-defined term and hotly debated within the academic literature. However, it is not 
in the scope of this work to enter into that debate. In this report though, community is referred to as a place-based community, 



















social worlds, resides in social systems, patterns of service delivery, social norms and discourses, not 
in individuals. Fundamentally this project was a bottom up, community driven process. However, the 
project was originally conceived of by the project partners and in this way deviated from the community 
development approach in its inception. Recognising this, methods and procedures were put in place 
to ensure that any interventions or programmes began with the stated needs of participants; focused 
on developing active participation and agency; and placed as central, social relationships/networks 
that participants believed were important. The role of the community development worker (CD worker) 
was to engage with the resources and networks within a 5-kilometre radius of the facility. At the same 
time there was a focus on developing the agency of people (staff and residents) within the facility so 
that they took collective action/s to solve problems such as loneliness and overcome barriers such as an 
overreliance on clinical approaches to care provision.
Overall, we found a community development approach and initiative such as 10K is achievable and can 
contribute to an improvement in the lives of everyone involved, but it takes time and a concerted effort 
to recognise that change is needed and desirable. A combination of behavioural, cultural and systems 
change is required and resistance to such changes will be encountered along the way.  The focus 
on maintaining and expanding people’s social worlds to mitigate loneliness and isolation requires a 
fundamental shift in perspective and a challenging of enculturated assumptions from all stakeholders. 
Many of the people we encountered believed that this was the work they were already doing as part 
of providing care and services to our elders. However, we found that many activities, programmes, and 
systems, were based on assumptions and perceived (not actual) needs and desires of residents, and 
often reinscribed residents as passive consumers of a service. Perhaps the most useful finding is the 
knowledge that what is required to address shrinking social worlds within an institutionalised setting 
is determination, resources, champions with authority and power to make changes, and a concerted 


















































Our key findings document the journeys of residents, staff, and community members as the 10K 
initiative was implemented. While the 10K initiative itself was concerned with strengthening and 
growing resident’s social networks and meaningful relationships, the research focused on two things: 
1. providing an evidence base to inform the 10K initiative from a variety of stakeholder perspectives, and 
2. documenting and analysing the change process developed in situ as the CD worker embraced their 
role as an agent of change in a specific aged care setting. Seven main barriers to a network-centred 
or relationship-centred orientation were identified: (1) bureaucratic systems; (2) staff resistance; (3) 
institutionalised mindsets among staff and residents; (4) inadequate systems for gathering and sharing 
information; (5) weak community networks; (6) poor internet access; and (7) the aged care facility’s 
lack of public appeal. Consistent with community development itself, the processes employed by the 
CD worker to address these barriers had to be learned through doing. Since CD work has not been 
undertaken in an aged care facility before (to our knowledge), the necessary steps to follow emerged 
over the course of the project, through trial and error. Now identified and documented, these provide 
a guide for future projects of this nature. The findings capture both critical insights and reflections on 
the implementation of this initiative, overcoming these barriers, as well as documenting the processes 
required to ensure success2. 
Our key findings are summarised below and are discussed in detail from page 9.
change is possible and the concept of 10K is do-able
Over the course of the project significant changes took place resulting in increased social networks 
and relationships for residents, and the inclusion of more community members in the facility. As such, 
resident wellbeing was impacted. Significantly friendships within the facility appeared to increase as 
well as significant relationships with people from outside the facility, such as local schoolchildren. These 
changes grew out of the documented stated needs and desires of residents, not their assumed needs. 
At the commencement of the project the research showed that while residents clearly appreciated 
the standard of care they received, they lacked agency and meaningful choices in their lives. We also 
found that residents were unaccustomed to speaking for themselves. Many needed support and 
encouragement to speak and to think outside their own internalised ageism, assumptions or patterns. 
In the same way, many staff were habituated to passive residents and providing task based care with 
no expectation that they think about people’s social worlds. Residents had a multitude of activities they 
could take part in, but most of these further positioned them as passive recipients of activities which did 
little to foster meaningful relationships with each other, or with people outside of the facility. Over the 
course of the 10K initiative strategies were put in place which moved away from grouping individuals 
based on assumptions, time constraints, or practicality to specific choice based interventions. Over time, 
key staff recognised the value and potential of activities and programs which facilitated meaningful 
relationships and friendships. By the end of the project there were a number of new programs which 
fostered intergenerational relationships, encouraged people of similar cultures and histories to connect 
across facilities and welcomed in new people virtually (to name but a few). Activities were now revered 
for how well they met residents stated needs and desires and the joy and pleasure they bought. In 
our final focus group, it appeared that ‘relationship building’ was the new staff mantra and they were 
clearly proud of the changes they had made.  
collective leadership is required for success
We found that without any deliberate intention, this project was a journey in developing and exercising 
leadership. CD work is a non-linear process that builds on the social capital of multiple individuals. 
As such, a collective and dispersed form of leadership typically evolves which differs from classic 
2  For more detail please refer to the toolkit. The intention of the toolkit is to provide concrete examples and suggestions 





















5organisational models that emphasise hierarchy and control such as those generally understood by 
aged care organisations. The data showed that over time, and in response to demonstrable positive 
changes, a small number of staff assumed greater leadership and became champions of change. 
These champions allied themselves with the CD worker, resulting in a small self-organised team being 
formed that identified and developed systems changes needed to address barriers and opportunities 
as they arose. By the time the CD worker withdrew from the project, a core leadership team of staff had 
self-organised to continue the initiatives that had begun. 
Being an agent of change is fundamental
The success of the 10K initiative relied on changing the culture of the aged care facility. As such, the 
CD workers acted as change agents. Their presence destabilised accepted practices, for both staff and 
residents. This was not easy as it required making visible, challenging and changing well established 
norms of behaviour as well as internalised beliefs. It was very clear from the data that staff played an 
important role in either facilitating or limiting residents’ social interactions. As such, particular emphasis 
was placed on changing staff culture and this was initially resisted. Consequently, a fundamental part 
of the CD worker’s role was to model to staff how conflict can be resolved using creative thinking. 
Furthermore, the change process was a reiterative one of collective learning based on shared information, 
shared understandings and regular feedback, resulting in further refinements and adaptations. The role 
of the CD worker here, was to act as the conduit between stakeholders in this process.
clear systems and structures of support are needed
Our data highlighted a lack of support structures generally available to a CD worker, both during this 
project and in the profession more broadly. The CD worker was embedded in the aged care facility 
in which their primary role was to effect change yet they were not officially part of the organisation 
itself so had no authority or positional power. This is true for most community development workers, 
which is why it is key for them to work with those who have the authority to create and sustain change. 
However, being embedded in a facility organised hierarchically provided additional challenges. This 
















































terms of the project partners and key personnel. There was also a need for regular opportunities, via a 
collegial space with peers (fellow CD workers), for collective critical reflection in which to analyse, learn 
and feel supported by others who understand the challenges of such work. 
An iterative community development/change process in aged care 
works
The 10K initiative was innovative in that there were no other community development initiatives 
in aged care, that we are aware of. As such the process of change was emergent and responsive to 
stakeholder needs in terms of implementation. We found that the process which emerged employed 
the following steps: (1) entering the unknown; (2) observing, listening and learning; (3) discovering who is 
receptive (and who is not); (4) learning how to connect; (5) building on existing relationships; (6) sharing 
information; and (7) working collaboratively. While being non-linear, these steps have a natural order to 
them. Each step had to be revisited and reinvestigated with different people in different contexts – in 
that sense it was a reiterative process of constantly drilling down, discovering what mattered and what 
worked, and then adapting accordingly to refine the process (see page 10 of the toolkit for more detail 
on individual initiatives). 
working ‘from the inside out’ is a shift in emphasis
At the outset, the focus of the 10K initiative was on activating ‘the community’ within 10 kilometres of the 
aged care facility. By that we mean that the work would involve activating and motivating community 
members to engage with the residents and the facility. However, by embedding the CD worker in the 
aged care facility and by interviewing residents and staff first, then feeding these results back to the CD 
worker and the steering group, ‘the community’ of focus became the internal one, primarily residents 
and staff. And this is where the interventions began. When we researched ‘community members’ our 
data showed that engagement with the aged care facility needed to be a pleasurable activity in order 
to be sustainable. These four things needed to be embedded: (1) reciprocity; (2) feeling welcome; (3) an 
easy and pleasing physical environment; and (4) easy proximity.
challenges and barriers to change are multiple and complex
Many of the challenges to implementing the 10K initiative have been alluded to in the previous 
findings. They can be grouped in the following ways: (1) resistance to change by residents; (2) resistance 
to change by staff; (3) change not supported by systems and procedures; (4) tension between the 
facility as ‘home’ and facility as ‘workplace’: and (5) barriers to inclusion of ‘the community’. Learned 
helplessness and internalised ageism of residents meant that they needed support and advocacy to 
feel able and safe enough to voice their needs and desires; staff were already busy with the many tasks 
of care and felt the initiative was just one more thing to add into their already busy schedules. They 
remained unconvinced by the initiative until halfway through. Many of the programs or suggestions 
were blocked by conservative interpretations of rules, regulations and the risk averse nature of aged 
care in general and/or the lack of appropriate resources. There was not a culture of creative problem 
solving or developing ‘workarounds’. There was also initial hesitation in opening up the facility more 
to ‘the community’ as it was seen as a less than desirable place to enter both by people inside and 
outside of the facility. All these factors served to position the facility more as a workplace than a home, 
despite the rhetoric and everyone’s best intentions. Overall, these challenges and barriers were not fully 




























During the course of 10K being implemented, the Australian Government released new standards for 
aged care service provision (Australian Government Aged Care and Safety Commission 2019). These 
focus on ‘consumer3 centred care’ and have as central the notion of choice. While we do not believe this 
goes far enough as we advocate for network, or community, centred care, we do believe that initiatives 
such as 10K can help aged care services reorient themselves to comply with these new standards, 
indeed become exemplars of such. In order that initiatives such as 10K becomes sustainable and 
spreadable therefore, we recommend the following:
1. Change is challenging and disruptive. As such, prior to commencement a rigorous process 
must be engaged which acknowledges that this will be challenging for all stakeholders. This 
process also needs to concurrently challenge the existing assumptions people are operating 
on. Potential challenges must be acknowledged and named and a culture of creative 
problem solving, or ‘workarounds,’ must be built. All of the stakeholders must be enabled 
and included in problem solving and workarounds. The central question is ‘what will it take’ 
to implement this initiative. Change can also be pleasurable. Emphasising the pleasurable 
aspects enables stakeholders to invest in the process and outcomes. Successes and small 
initial changes need to be clearly communicated and celebrated as people learn best by 
firstly being involved and doing, and secondly by seeing the change with their own eyes. 
2. Change needs to be adequately resourced. Some changes are possible through reprioritising 
work tasks, enabling residents to organise and help themselves and engaging more 
community members.  Others, such as environmental modifications, internet access, 
workplace supports require the re-direction of organisational resources and personnel.
3. CD workers (or whoever is charged with the responsibility for this work) in this role need 
a system of collegial and organisational support. They need to have a place within the 
hierarchical system of aged care services and they must have a level of authority. Strong 
governance of the initiatives would go a long way to providing further organisational and 
collegial support. An implementation committee comprising champions of the initiative 
who also have organisational authority should be established early on in the process.
3  We chose to use the word resident throughout this report as it supports the idea that it is people’s homes, where they 
















































4. The positive gains made with staff and residents during this project are new and emerging 
and are not yet embedded in the organisational system. As such they are fragile and 
could easily be reversed. Changes in staff behaviours and systems must be supported and 
encouraged if they are to be maintained. This will require follow-up training with both staff 
and management to embed ‘relationship-centred’ care in the organisation’s systems and 
service delivery practices.
5. Positive reinforcement and regular feedback loops must be built into the everyday work 
of these initiatives at all levels of the organisation. For example, acknowledgement in the 
organisations’ newsletter or social media sites; letters of support from senior management 
which show they are aware of desired changes taking place; champions of the initiative 
being named and rewarded in staff meetings and/or with certificates of appreciation. These 
feedback loops must also include residents and volunteers. Residents often need support to 
challenge their own internalised ageism and retired agency. They also need opportunities 
to reflect, acknowledge and give appreciation for the positive changes they experience. This 
could be achieved by residents writing letters or sharing brief video-recordings on social 
media that name a person or initiative that made a difference to them. Likewise, formal and 
informal ways for the staff to show appreciation to outsiders who actively engage with the 
internal community of residents are needed – perhaps an annual awards event could be 
developed. Initiatives such as these will inspire and build confidence as well as embedding 
different practices and ways of being.
6. Group discussion amongst residents requires planning and supporting in order to promote 
belonging through social inclusion and to also foster a sense of empowerment. Collaboratively 
residents can critically reflect on the benefits of any changes while also exploring further 
solutions. A reflective group space which promotes residents having more control over 
their lives, will not only increase agency and activity it will also serve to alleviate feelings of 
loneliness.
7. Relations of power need to be challenged especially as they relate to the tension between 
‘this is a home/this is a workplace’. Rules, regulations, systems and procedures usually mean 
that ‘this is a workplace’ is given primacy. However, to overcome the stigma of aged care and 
facilitate a more joyful existence for our elders, their preferred social worlds must be given 
primacy.
8. Changing the culture and everyday practices of an organisation takes time. Building trust 
between the change agents and the people in the organisation and community is essential 
to success. The following steps are recommended as a process for change:
a. Designate a small team of people as change agents. These are strategic positions and we 
suggest that they not be involved in the direct care of residents for the duration of the 
initiative. We observed that ‘care ops’ are often insistent and pressing, making it hard for 
those charged with change to resist without the mandate to do so. This team also need 
the authority to make decisions and take action. Ideally this would be comprised of staff, 
residents and community. 
b. Build in systems of rigorous support across the organisation including adequate 
resourcing and governance. 
c. Gather baseline evidence and data from each stakeholder group to inform new practices.
d. Identify and openly share all potential challenges and resistances to change.
e. Identify and make public current assumptions of all stakeholders.
f. Build trust between the change agent/s and the other stakeholders including ‘the 
community’.
g. Provide concrete examples and modelling of best practice. 
h. Provide opportunities and spaces for people to do new things.
i. Provide positive feedback loops.
j. Build these recommendations into job descriptions, staff meetings, shift handovers, and 

























shrinking social worlds 
A whole of community approach to ageing well is a move towards social and collective responsibility 
for our ageing population and requires a re-imagination of aged services and communities. For service 
providers the challenge is to provide relationship centred care which focuses on peoples’ wellbeing as 
much, or perhaps more than, clinical care. For the community it means stepping up to the responsibility 
of being in relationship with, and caring for, each other over the whole of the life course. This means 
recognising that ageing is a social event where social difficulties such as isolation, loss of identity, 
burden, anxiety and fear can only be fully addressed by a whole of community approach (Karapliagkou 
& Kellehear, 2014; Abel et al., 2020; Tolkacheva et al., 2011). 
It is well established that social engagement and the size of social relationships and networks decrease 
as people age (ABS, 2012; Parmenter et al., 2012) resulting, for many, in increased loneliness and social 
isolation and this is what we mean by shrinking social worlds. In addition to the need to address these 
issues for their own sake there is also a pressing need to mitigate loneliness and isolation due to the 
major resulting health impacts (National Institute on Aging, 2019; Singer, 2018; Fakoya et.al., 2020).
There is an emergent body of international literature focusing on healthy aging and interventions 
designed to address loneliness and isolation. Unsurprisingly, researchers are discovering that older 
people need to be actively engaged in meaningful, productive activities with others (National 
Institute on Aging, 2019; Cattan et al., 2005; Bethell et al., 2019) in order to build and maintain social 
relationships and thus feel less isolated and lonely. However, the majority of such studies have focused 
on older people living in the community and have primarily brought older people together, rather 
than adopting a whole of community approach. Our literature search did reveal three research articles 
which explored these issues for people living in aged care, or assisted living, facilities (Parmenter et al., 
2012; Jang et al., 2014; Casey et al., 2018). Of particular interest to the present study, researchers have 
















































diminished friendship groups with an identified need for support to facilitate relationship building and 
maintenance both within and outside of aged care facilities. Additionally, while family is often the main 
source of social interaction for people living in aged care facilities, this often dwindles over time and 
does not necessarily provide robust social support (Parmenter et al., 2012). 
Disability, frailty and associated losses of physical functioning are also clearly associated with decreased 
levels of social engagement and increased social isolation prompting calls for innovative coordinated 
efforts to be put into promoting active participation in social networks by older people (Carroll et al., 
1993; Cattan et al., 2005; Jang et al., 2014). However, maintaining and growing social networks requires 
appropriate resourcing and an understanding of caring which goes beyond the provision of service 
types (Horsfall et al., 2010). This is timely as Australian society in general, and policy makers in particular, 
grapple with responding to the increasing aging population, set to double over the next two decades. 
The risks of not focusing on a whole of community, or network centred approach, are increased 
morbidity and mortality and slower recovery from illness, as well as high levels of misery (National 
Institute on Aging, 2019). It also means that aging continues to be seen as a time of loss and decline 
where our Elders are given little respect and are viewed as an unproductive burden on our society. 
community development: Towards meaningful relationships and 
network centred care 
While the individual and collective benefits of social networks and relationships are well recognised, 
especially in the area of health and well-being (Onyx & Warburton, 2003; Ashida et al., 2018; Mick et 
al., 2018) little is being done to move towards network and relationship centred care for our ageing 
populations who live in residential aged care facilities4. Additionally, people who have been dislocated 
or uprooted from their communities and separated from their social networks (other than family) 
need help and support to connect with one another and the wider society (Gilchrist, 2000; Casey et al., 
2018).  This of course includes people who move, or are moved, into aged care facilities. Care providers 
and facility managers need to reorient their care provision to include concern for, and active facilitation 
of, social relationships (Casey et al., 2018) both within and outside of the facility. 
Community development is an aim, a field of practice and a set of values which are well placed to facilitate 
the reorientation of aged care service provision. One of the core values of community development 
is to understand that the problem, in this case of decreased relationships, resides in social systems, 
patterns of service delivery, social norms and discourses, not in individuals. The aim of a community 
development program is to promote agency so that people can take collective action/s to change the 
conditions of their lives in a positive way (Bhattacharyya, 2004; Coburn, 2020). This includes solving 
problems such as loneliness and overcoming barriers such as an overreliance on clinical care provision 
(Putman, 1995; Gilchrist, 2000; Coburn & Gormally, 2020). 
The defining feature of community development is its underlying value base (Banks & Orton, 2007). 
This value base informs the role and the work of the community development worker. The role focuses 
on being networkers, community advocates, organisers, connectors, initiators and facilitators, while at 
the same time building local capacity and being the ‘link between those in power and local people’ 
(Banks & Orton, 2007 p.102; Langin, 1998; van Rooyen, 2007; Mathie & Cunningham, 2003). Their focus 
is on participation, involvement and developing group solutions and strategies to issues and problems. 
In a useful article describing a model of community development Barbara Coe (1990) identifies three 
elements required for successful projects suggesting that a CD worker must be a good communicator, 
leader and collaborator. What is required, according to Coe is: 
“(1) communication that links the participants in a network and supports their 
goals and interests, (2) leadership that encourages widespread and active 
4  During the second year of the project new quality standards for aged care were published by the Australian Govern-
ment. These included a focus on ‘consumer-centred’ care where well-being and quality of life is defined as physical, mental, 
spiritual and emotional health including people’s social life.  As the standards explicitly called for consumer involvement and 
participation in relationships of their choice and that they must feel socially connected this was an important outside influence, 

























leadership by other project participants, and (3) collaboration in the development 
and refinement of a shared vision to guide the community” (Coe, 1990, p. 18).
Community development in essence then is a process where the community development worker/s 
help people to identify issues, see what needs to be done then helps people to develop a shared vison 
and set of collaborative actions to address their issues of concern (Banks & Orton, 2007 p.102; Langin, 
1998; van Rooyen, 2007; Mathie & Cunningham, 2003; Eastley, n.d; Brooks & Dunscombe, 2020).  While 
the actual tasks of community development are specific to each community development programme 
there are some agreed upon steps in the process.
1. Developing a detailed understanding of the community in question. This can be done through 
immersion, or being in, the community. Attending events, meetings, listening to community 
members, asking questions, identifying who are the movers and shakers in the community, and 
identifying relations of power, noticing who is included/excluded in the community, reading any 
newsletters, local papers, relevant social media sites, reports etc., conducting a needs analysis, 
doing asset mapping or conducting more formal research for example. The key is to develop 
this understanding from the bottom up, to not have any preconceived notions about what the 
community wants or needs.
2. Developing participation strategies by providing support and facilitating community capacity to 
address their needs and identified issues. This can be done through establishing action groups 
and steering committees, holding events, providing training, linking people to resources, role 
modelling, helping people set up/improve community governance structures, assisting people to 
take on leadership roles, initiating and growing social networks and relationships. The key here is 
to encourage diversity and inclusion and to ensure that all processes are participatory and develop 
capacity, skills and self-reliance. 
3. Building in sustainability and structures which can continue without the support and facilitation 
of the community development worker. The role of the CD worker here is to assist community 
members to eventually take over the decision making and administration of their own affairs 
(Langin, 1998) and to continue to take action to address their needs and issues. 
4. Building in regular evaluation and reflection processes. Community development work relies 
upon in situ reflection and evaluation. Knowing what is working, or not, and being able to quickly 
respond to this feedback by re-planning and taking further action depending on the feedback. 
Again, this process should be collaborative, participatory and evidence based. This is best done 
through meetings with the key players, asking for feedback from community members, observing 
the effects of any actions, the community development worker’s observations, writing reports and 
utilising any of the various evaluation tools and/or research available.
5. Withdrawing from the community. All good community development programs build in an exit 
strategy at the beginning of the work. The aim is to gradually withdraw from the community in 
order that the community becomes truly self-determined and reliant. This needs to be made 
explicit at the commencement of any work.
The 10K Initiative
The 10K initiative was underpinned by a strong ethos of community development work where building 
the capacity of people to work together and take collective action to address their common needs and 
interests was central (Kellehear, 2005). In the model of community development used here community 
is understood as an interconnected web of relations with already existing strengths which can be built 
upon (Harrison et al., 2019). The project we are reporting on was a place-based community where 
the shared interests of participants coalesced around the fact that they lived together in an aged 
care facility and/or this was their place of work and/or volunteering. Fundamentally this project was a 
bottom up, self-determined community driven process, where the changes sought were located within 
community “while at the same time work is done to advocate for organisational, policy and political 
change to advance social justice and equality” (Wilkinson, 1991, p.240; see also Kenny & Connors, 2017). It 
is also true that the project was originally conceived of by the project partners: The GroundSwell Project, 
Southern Cross Care and the Caring at End of Life Research Team and Western Sydney University and, 
















































enabled the project team to put in place methods and procedures to ensure that any interventions or 
programmes began with the stated needs of participants, focused on developing active participation 
and agency, positioning social relationships/networks that participants believed were important as 
central.
To do this a community development worker was employed by GSP from November 2017- December 
2019 for 30 hours a week a week and embedded in a SCC facility in the Western suburbs of Sydney5. The 
role of this worker was to engage with the resources and networks within a 5-kilometre radius of the 
facility. This could include pre-schools, primary and high schools, community centres, churches and 
faith-based organisations, community health, neighbourhood centres, TAFEs, Universities, shopping 
centres, artists and arts centres, business owners and businesses, U3A’s, garden centres, Bushcare and 
voluntary organisations. SCC funded the project. The role of the researchers, who had expertise in the 
field of community networks for end-of-life care, was to inform, monitor, and evaluate this project and 
to identify models that could be used more broadly for aged care in society.
research Aims
The aims of the research were to:
1. Use visual mapping of social networks to illustrate existing networks of community interaction for 
the SCC site and any changes arising from their intervention.
2. Identify the most useful strategies to embed a community development model which can be 
utilised by other facilities.
3. Identify obstacles to the community development model and how they might be overcome.
4. Identify and communicate examples of best practice in community engagement/ development 
in aged care.
The research received approval from Western Sydney University’s Human Research Ethics Committee 
prior to commencement of the research. HREC Approval Number: H12446.
5 The first community development worker left in August 2018 and her replacement commenced in November 2018. 






























Before and during the project, two teams were a created - a project partnership team and a project 
steering committee. The project partnership team was established to facilitate reporting and feedback 
between the three partner organisations – it was comprised of the Chief Executive Officer and the 
Commissioning Manager of Integrated Services (later replaced by the General Manager) from SCC, 
the Chief Executive Officer from GSP and three researchers from WSU (the chief investigators and the 
project manager). The project steering committee’s function was to facilitate the research and resolve 
any issues/barriers related to the project that arose within the aged care facility – it was comprised of 
the Commissioning Manager of Integrated Services, the facility manager and the lifestyle co-ordinator 
from SCC NSW & ACT, a community development worker hired by GSP and researchers from WSU. 
Designed as a qualitative study, the research incorporated three stages of data collection that took 
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Fig. 1 Project design
The research was informed by fourth generation evaluation (Guba & Lincoln 1986) and social network 
analysis. Fourth generation evaluation (Guba & Lincoln, 1986) recognizes that there are multiple 
stakeholders with differing positions. From this perspective evaluation is not a case of deciding if a 
particular program has achieved its stated aims but rather obtaining a deep understanding of the 
perspectives of the various stakeholders and working with them to maximise the benefits and resolve 
conflicts of interest. Guba and Lincoln (1986) identify four tenets necessary for this style of evaluation: 
Natural setting; Human instruments; Qualitative methods, and the Seeking of tacit knowledge. 
Further the method requires that stakeholders be able to review insights revealed through the process 
and ideally reach consensus. Hence the design includes interviews and focus groups with multiple 
stakeholders and opportunities for discussion before, during and after the intervention.
Group participation in visual mapping of social networks (in the staff focus groups) was an ideal way to 
make both the individuals and the facility’s networks visible to the stakeholders so they can comment 
on their nature and reveal any changes. It allowed the participants to provide the first level of analysis 
(Leonard et al., 2013). We also used the Duke Social Support Scale (Koenig et al., 1993), a standardised 
test, to determine whether the residents we interviewed were more or less supported than other people 


















































Our aim in this first stage was to document the connections and relationships that already existed 
within and between the SCC facility, residents and the community in addition to finding out what 
resident’s skills, interests and needs were in terms of social connectedness.   
A focus group with 9 staff, volunteers, and facility management personnel was conducted. The focus 
group was held in the meeting area of the facility. Participants elected to attend or not, although if 
staff were not rostered on at the time of the focus group they did not attend. The focus group was 
facilitated by a chief investigator from WSU and the senior research assistant. It lasted for 2 hours and 
was audio recorded. The recording was transcribed verbatim. Participants were asked to complete a 
form (see appendix 1) individually detailing the already existing relationships between the facility and 
the surrounding community in terms of clubs, schools, shops, churches etc. they were then asked to 
rank these relationships in terms of their perceived importance to both the facility and the residents. 
This information was then collaboratively detailed in a visual map of social networks by the facilitators. 
This was done on butcher’s paper using three different coloured pens to describe the strength of 
relationships between the facility and the other listed organisations, facilities or activities.  Red meant 
that the relationship was seen as important and strong; blue that the relationship was of medium 
strength and importance; and yellow was weak. After this was completed participants were asked to 
add any other organisations, facilities or activities that they thought could be further pursued. 
Ten face-to-face semi-structured interviews were conducted at the commencement of the project 
with residents of the facility. Residents were invited to participate by the facility staff, the CD worker, 
or they could self-nominate after reading promotional material on notice boards in the facility. 
Participants were able to bring a support person with them to the interview, a friend or family 
member and/or they could choose to have the CD worker present at the interview. Five women 
and five men participated in the interviews. The interviews were for one hour and took place in the 
resident’s rooms in the facility. Each interview was conducted either by the senior research assistant 
or a chief investigator from the university. They were audio-recorded and transcribed verbatim. The 
interviews followed a pre-approved schedule (see appendix 
2) and comprised three tasks. Firstly, the Duke Social Support 
Scale was completed by the interviewer with the interviewee 
providing the information. Then each resident was asked who 
they had had any social contact with either inside the facility 
or outside of it6. Residents were asked to describe whether the 
relationships were strong medium or weak. Finally, residents 
were asked about their likes, need and wishes as well as what 
their life had been like before living in the facility.
Fourteen face-to-face semi structured/unstructured interviews were held with the the CD worker7 each 
month over the course of the project. These interviews were process evaluation interviews following 
an action learning strategy. The CD worker was encouraged to keep a process diary to facilitate this. 
Interviews were held in a university meeting room or the chief investigators office. To begin with 
these lasted 30 minutes, were audio-recorded and transcribed verbatim. However, halfway through 
the project these were extended to hour-long interviews to avoid them becoming too rushed. The 
interviews focused on what was working, progress and challenges of implementing the 10K strategy, 
in addition to discussing future action plans and feeding findings from the research back to the CD 
worker on a continual basis. 
The manager of the facility was interviewed face-to-face as they had been unable to attend the focus 
group. The interview lasted one hour, was held in the manager’s office and was conducted by a chief 
investigator from the university. A visual mapping of social networks was created and discussions 
about strategies for increasing social connectedness for residents took place. The interview was audio-
recorded and transcribed verbatim. 
6  A social network map was later created using information from the interview.
7 Following the resignation of the first CD worker approximately 12 months into the project, a second CD worker was 
appointed.
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Stage 1 findings and recommendations were presented and discussed firstly with the GSP team, 
secondly the steering committee, and finally the staff and residents of the facility. The aim of this stage 
of reporting was to enable the GSP team to devise a 12-month intensive community development 
intervention aimed at building robust and sustainable connections between residents, services and 
local community.
Stage 2: Process evaluation
This included the monthly interviews with the CD worker as detailed above.
Additionally, a community meeting attended by 12 people and follow up semi-structured interviews 
with 5 community members were conducted. These were audio-recorded and transcribed verbatim.
Bi-monthly implementation group meetings were commenced in this phase between the university 
researchers, the CD worker, the lifestyle coordinator, manager and deputy manager of the facility and a 
representative from senior management of SCC. The meetings were coordinated by the CD worker and 
chaired by the CEO of GSP. These were problem solving and planning meetings. They lasted 1.5 hours, 
were held in the facility meeting space, were audio recorded and transcribed verbatim by the research 
team. 
Two face-to-face semi structured interviews with the lifestyle coordinator were audio-recorded and 
transcribed verbatim.
Following discussion in the project partnership team of some of the 10K initiatives, a fieldtrip8 to three 
SCC aged care facilities (in Parkes, Harden and Young) was organised to investigate approaches in 
those locations that were perceived by SCC to be similarly relationship-centred. This was conducted 
by the senior research assistant and the CD worker. 
Stage 3: Outcome evaluation
Procedures followed in Stage 1 (Benchmarking) were repeated in Stage 3, following the same procedures. 
Eight staff attended the focus group. Participants were asked to fill in the same two forms individually 
and then transpose that information onto a collective network map. When this was completed the 
researchers showed the participants the map that had been created in the first focus group and invited 
discussion about the differences, or not, between the two maps. As this was also an outcome evaluation 
activity the researchers asked participants about their impressions of the 10K project; if they believed it 
had been successful and, if so, in what ways had it been successful. 
Nine face-to-face interviews with residents were also conducted at the end of the project, with four 
men and five women. The interviews followed the same procedure as stage 1. Ideally, we wanted to 
speak to the same 10 residents. However, this was not possible due to increased frailty and the deaths 
of some participants. Two participants were common to both sets of interviews. Whilst this was not 
ideal (as the aim of the interviews was to gauge the success of the overall intervention strategy) the 
effects, if any, would be residence wide and not limited to single individuals. 
One face-to-face interview was conducted, with the deputy manager and lifestyle co-ordinator both 
present. 
data Analysis
Qualitative data was analysed using an inductive thematic analysis (Braun & Clarke, 2006; Crowe 
et al., 2015). The Duke Social Support Scale was scored as per the ratings on the scale. Scoring and 
interpretation followed the standard approach. Our overall analysis focused on what changes, if any 
there were pre and post intervention, what factors may have contributed to these changes and, what 
the impact was on residents’ overall wellbeing. 

















































The 10K initiative was an intervention strategy aimed at changing a complex culture that involved a mix 
of private citizens and paid employees located within a hierarchically organised aged care institution 
situated in a suburban social environment. The research aimed to both inform this intervention 
strategy and to analyse the strategy itself – what worked; what were the challenges and barriers; and 
were there any turning points or critical moments in the implementation of the strategy9. To assist with 
understanding that process, the research findings are presented chronologically from the different 
stakeholder groups’ perspectives, under the headings ‘initially’, ‘during’ and ‘outcomes’
10K Participants
The number and types of research participants is described in the Methods section on pages 13 to 15. 
However, the resident profile and an overview of people who participated in the 10K initiative itself is 
presented in figure 2. Residents were aged 86 on average, were predominantly female and all but one 
resident was classified as having high care needs by the end of the project. The average time spent 
living in the facility was three years. Members of the community located within a 5-kilometre radius 
of the site included children, parents and teachers from local schools, children and directors from 
local child care centres, residents and staff from a sister facility nearby, the proprietor of a pop-up café, 
director of a funeral service and various church and community organisations.
Resident Profile
Residents (n): 39
Male:   11 
Female:   28
High care needs:  38
Low care needs: 1
Age range:  66 - 99
Mean age:  86
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Fig. 2 Overview of participants in the 10K initiative




















Given that the context was an aged care facility, which is somewhat antithetical to a community 
development approach, this project was highly experimental. As the CD worker expressed, “you’re 
trying to fit a social model into a medical model”. 
In the facility it’s bureaucratic and slow ... its service delivery is mechanical. It’s 
clunky at times ... When you go out into the community there’s a different fast 
lane ... everyone’s doing their own version of busyness, complying to their rules 
and regulations and key performance indicators and you know I’ve got to get into 
that flow. [CD worker interview] 
Furthermore, the leadership structure of aged care organisations is typically hierarchical, which results 
in some individuals holding most of the power compared to the majority, who have little to no power. 
The aged care sector in particular is known for instilling a sense of what Maier and Seligman (1976) 
called ‘learned helplessness’ in residents. Furthermore, the Australian aged care sector, until recently, 
was a service driven industry whereby residents were passive recipients of care rather than being 
actively involved in the design of their care. As a result, staff members’ roles have traditionally been 
highly routinised, mechanical and task focused. 
they’re so fixed in the way that they think ... [staff] have a service to deliver ... core 
















































The challenge presented by this project was whether disrupting accepted norms in a deeply entrenched 
system was possible and whether it might result in effective systems change.
resident perspectives
At commencement of the project, many residents found themselves in reduced social circumstances, 
with shrinking social worlds. They exhibited reduced expectations, retired agency10 and internalised 
ageism.
Shrinking social worlds
Residents’ social worlds were concentrated within the aged care facility they lived in – contact was 
generally limited to family visits, staff, service people (hairdresser and health professionals) and other 
residents. Some residents had formed friendships with each other however family (children and 
grandchildren) featured as the most important people in residents’ narratives. Although families were 
extremely important to those that had them, their place of prime importance indicated a shrinking 
of people’s social worlds and relationships. When asked about their social networks, themes of loss, 
loneliness, and resignation were apparent.
I don’t really get any visitors, you know. Not that that worries me that much ... 
Most of my family are from a small town ... it’s quite far away to be popping in for 
a visit! [resident interview]
Whereas there may have been an assumption that 
because residents are surrounded by other people 
in the same situation that they wouldn’t be lonely or 
isolated, results from the Duke Social Support Scale11 
revealed that residents were no more or less socially 
isolated than other people their age. They experienced a 
fractured sense of belonging in the internal community 
of the aged care facility, with other residents being 
merely a “nodding acquaintance” (resident interview). 
Many desired more opportunities for meaningful 
communication, where they felt heard and validated.
Most of the men ... they won’t talk to each 
other. The only way we talk is ... when we 
have our meals.  You might say a few things, 
you know. But there’s no communication, 
no communication whatsoever [resident 
interview].
Removal from their familiar neighbourhoods and the death or disability of their peers led to increasing 
isolation and disruption from previous relationships that further reduced their sense of place-based 
belonging in the broader community.
I used to live out there but ... I don’t go out there now [resident interview].
Reduced expectations, retired agency and internalised ageism
Resident narratives revealed a sense of ‘retired agency’, or resignation to their reduced circumstances. 
I’m a jolly nuisance ... I used to be able to do everything ... now I’m just glad to drag 
one leg after the other [resident interview].
10   ‘Retired agency’ is a term coined by Marguerite Kelly. It refers to no longer choosing to be agentic but does not pre-
clude a reversal from this state.
11  The average group score across the 10 residents was 25.4 (SD=4.7), with residents’ scores ranging from 11 to 33.
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that’s life I suppose. Nothing you can do about it [resident interview].
Comments such as “I don’t do much of it now, I’m gettin’ too old” [resident interview] and “Us silly old 
things” [resident interview] also revealed an internalising of societal ageism.
A desire for variety
Although residents were often 
hesitant to talk about what they 
would like more of, or what they 
felt they could contribute, they 
were clear that more opportunities 
to talk to people both inside and 
outside the facility would be 
welcomed. In spite of their reduced 
expectations, residents yearned for 
variety. Frequently used words in 
their narratives reflected what they 
“enjoy” and “love” and what they 
find “interesting”. They expressed 
a desire to have people coming 
to visit, to go places, to have 
opportunities to make friends 
and/or interact with children. 
Relationships and connections 
that were meaningful were the 
most highly valued. 
I like to talk to people and communicate ... [but] because ... I’m in this wheelchair 
I can’t go anywhere really [resident interview].
staff perspectives

















































Fig. 5 Map of social networks from staff focus group
Social networks
Early in the project, the visual mapping of social networks activity in the staff focus group (figure 5) 
revealed that the facility had a widespread network of contacts with many organisations that were 
diverse and varied, highly valued and often long-term. However, most served functional rather than 
social purposes.
I take them to local shopping centres around the area ... it’s got everything that 
they need – they’ve got the chemist there, they’ve got the bakery, they’ve got 
Lowes, bargain shops, food outlets ... the banks [staff focus group].
In terms of outside people that residents connected with, doctors, podiatrists, dieticians and other 
allied health professionals were most often mentioned by staff.
Few of these connections served to expand residents’ social circles by developing relationships with 
individuals in the local community. In fact, it was clear that most of the organisation’s connections were:
 • About activity, not relationship focused
 • Often intermittent and infrequent
 • Positioning residents as spectators or passive recipients 
Strong, resilient community networks rely on a blend of ‘bonding’ and ‘bridging’ social capital. ‘Bonding 
social capital’ is represented by “close, intersecting, multi-functional networks, with strong but localised 
trust”) (Onyx & Leonard, 2011, p.494). ‘Bridging’ social capital, on the other hand, relies on looser, more 
porous, networks that cross social or geographic boundaries (Onyx & Leonard, 2011). 
Although situated in a residential neighbourhood, the aged care 
facility operated largely as a closed inward-looking system, i.e., it 
relied mostly on bonding social capital. Many of the staff conceived 
themselves as having no connections with the local community, 
saying “I just come work here, that’s about it”; “Yeah that’s all I do.  I 
only go home, come to work.  Go home, come to work.  I don’t go out”; 
“I don’t go out in the community. I’m just a housewife who comes and 
volunteers here” [staff focus group]. They saw their role as purely ‘work 
oriented’, and this work was about doing tasks not about facilitating connections. There was very little 
‘bridging’ to outside networks, and considerable resistance to change. 
community development worker perspectives
The following data were collected from two consecutive CD workers, each employed for approximately 
12 months. Initial interviews with the CD workers revealed that their preliminary strategy was to listen to 
and observe.  They each introduced themselves to residents and staff, attempted to present themselves 
as friendly and non-threatening and made themselves available for impromptu conversations. 
Learned helplessness
In their initial observations, the CD workers observed that learned helplessness was built into the service 
model. Residents both were treated as, and behaved as if, they were passive recipients. 
 ... the culture [is that] residents are passive ... There’s an expectation that things 
will be delivered to them ... this is one of the biggest challenges ... the whole 
system’s designed for them to receive [CD worker interview].
The CD workers reported that, at commencement of the project, a lack of formalised systems of 
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you tell someone then the next person that walks in the door doesn’t know about 
it, doesn’t know who you spoke to. The resident doesn’t remember who they spoke 
with and these things are hanging. It makes [residents] feel powerless, not heard, 
not respected and nothing changes. And so there’s a kind of a giving up ... it’s not 
that [staff are] not caring it’s just that no-one’s given any task of responsibility [CD 
worker interview].
However, clearly not all residents felt disempowered. There were a small minority who continued to 
exercise agency.
the smokers have their own space ... they’re a ... little bit rebellious about their 
smoking ... Because it’s an independence right ... No-one says to them, ‘Go out 
there and smoke’ ... there was a different sense out there [CD worker interview].
Resident-to-resident contact is incidental rather than meaningful
Consistent with the resident interviews, the CD worker observed that interactions between residents 
were rarely meaningful. 
people actually said that the only time they really talk with each other and who 
they talk with is the people they meet at the dinner table ... You only talk to people 
at certain times of the day and then everyone just goes and does their own thing 
[CD worker interview].
summary
Data from all stakeholders indicated that residents were indeed lonely, disempowered and relatively 
passive at the outset of this project. Staff concentrated on tasks of physical care and any outside 
connections that the facility had did not challenge this disempowerment. As such, the overall culture 
at the time of commencement was one of residents lacking any agency and being ‘done to’ with little 


















































Important themes raised in interviews and focus groups were fed back to the CD workers to ensure 
activities and initiatives were evidence based. Based on the data collected in the first stage of the 
project the research team conceptualised the change process required in figure 6 to guide CD worker 
interventions.
Maintain Create Shift (re-frame)
What already exists in 
terms of relationships with 
families, friends, clubs, 
interest groups etc.
Idea: on intake, do a social 
network map and build in 
keeping those connections 
alive and flourishing.





 • organisation to organisation - 
community to community
Think of group as large group and sub-
groups.
More opportunities to:
 • include more of the existing 
relationships (a good example is the 
coffee shop)
 • invite the community in (e.g. Bingo, 
cafe, etc)
 • for residents to work on activities 
together, resident directed but staff 
supported
Community engagement and involvement.
The focus of existing activities 
to ‘relationship building’ both 
within the facility and with the 
‘community’ - going out and 
coming in.
Culture of passive consumers/
unworthy residents
Some of what is already happening:
 • Frocks and Fills
 • Instead of being sung to; 
singing with.
Using the facility as a community 
resource and vice versa.
From staff directed and resident 
received, to resident directed and 
staff supported activities.




















This resulted in a number of events and activities being initiated to address resident needs (see figure 
7). Initially the CD workers generated most of the new ideas and took care of the logistics however, over 
time, residents and staff increasingly exercised their agency by generating new ideas and taking charge 
of new initiatives. Further initiatives offered by members of the community added to the momentum, 
resulting in increased opportunities for residents to nurture existing relationships, develop new and 
meaningful relationships and expand their social networks. As the flow in figure 7 suggests, people 
other than the CD worker increasingly became involved in being responsible for initiatives over time, 
which allowed the role taken up by the CD workers to be gradually phased out.
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Key: CD worker initiated Community initiated Staff initiated Resident initiated
Fig. 7 Examples of 10K initiatives (in chronological order)
What we found through the research process, was that without any deliberate intention, this project 
was a journey in developing and exercising leadership. Who assumed agency/who did not, styles of 
leadership, how leadership was exercised, what worked, what did not, barriers to leadership and how 
barriers were overcome were all themes that arose. 
In the middle period of the project, data was collected from the CD workers, staff, and individuals 
in the local neighbourhood. However, during this period, informed by both datasets and based on 
interactions with families and staff, much of the CD workers’ focus was on changing staff culture, 
given that staff played an important role in either facilitating or limiting residents’ social interactions. 
Teaching staff how to think differently became the focus - to increase residents’ agency, to establish 
meaningful relationships themselves and to support residents in doing the same. An added role was to 
educate members of the public, to help them understand the difference between ‘doing activities’ with 

















































Oversight of the project rested with the project collaborators – the aged care organisation, SCC (who 
funded the project), GSP (responsible for the CD workers) and the WSU researchers (who designed the 
project, gathered and analysed data). However, the CD workers guided the day-to-day direction of the 
project.
This project varied from more traditional community development work in that each CD worker 
was attempting to act in multiple complex arenas – inside an institution (that was both home and 
workplace) and within a local geographical community. Traditionally, CD work involves bringing 
together interested people from the community to act as a reference group that identifies community 
issues, develops collaborative actions and solutions and oversees the project accordingly – in other 
words collective leadership based on a community driven set of actions. This approach provides its own 
support structure for those involved. However, in this case, the CD workers were working mostly with 
a captive community of residents and paid employees, who firstly had to be won over to the project. 
In many ways the project was imposed on the facility, although it was hoped that the actions and 
solutions developed would reflect the stated needs and desires of both the internal (resident and staff) 
and external (local geographical) communities. This collection of factors meant that the CD workers 
were predominantly working alone, without the usual support of a team structure.
An added hurdle faced by the CD workers related to bureaucratic gatekeeping practices (both within and 
outside the aged care facility) that presented barriers to involving people from the local neighbourhood. 
From their perspective, being classified as ‘volunteers’ and being required by the aged care facility to 
participate in formal orientation processes acted as an impediment that dampened their enthusiasm.
some of the facilities are really insisting on doing a separate volunteer orientation 
course and it really puts people off ... If we can get rid of that. ‘Cos I mean we do 
police checks and everything.  It’s not like we’re just sending strangers who we 
haven’t vetted into the nursing home ... And a lot of my volunteers are still working 
too so they don’t want to take a day off work to go and do a course [community 
meeting].
Furthermore, this same volunteer orientation process was a deterrent for staff, who felt overwhelmed 
by the added workload. 
there are things that I’ve introduced ... [to] get volunteers ... but now she isn’t 
continuing because it’s overwhelming with the new ones because of all the 
process that she has to take them through [CD worker interview].
Bureaucratic processes imposed by organisations in the wider community further hampered efforts 
by the CD workers to engage with outside organisations. For instance, the local council required that 
residents undergo Working with Children checks when regular visits by children from a local childcare 
centre were proposed, making such an initiative practically impossible.
our Council has just introduced really strict child protection kind of policies and 
strategies ... everybody has to have like a Criminal Record Check or Working with 
Children Checks ... there’s so much risk and liability and so forth that everybody’s 
become paranoid about everything [CD worker interview].
Feeling unsupported – ‘it’s like filling a leaky sink’
What this project highlighted was the lack of support structures generally available to a CD worker, 
both during this project and in the profession more broadly. Over the course of the project there was 
the slow dawning of realisation that, while both GSP and the researchers believed they were providing 
support to the CD workers via meetings and supervision, it was clear from the interviews that the CD 
workers did not feel sufficiently supported. 
This ‘lack of support’ had two dimensions to it. Firstly, there was a desire for more regular opportunities 




















I think what’s always been challenging is that there hasn’t been a holding space 
really to discern all that I’m experiencing and learning or understanding or the 
amount of input I’m getting [CD worker interview].
What this quote alluded to was the need for a safe ‘container’ (Lakey, 2010), a collegial space with peers 
(fellow CD workers) for collective critical reflection in which to analyse, learn and feel supported by 
others who understand the challenges (Westoby et al., 2019).
Working with a workforce who lacked any training in relationship-centred or network-centred thinking 
often left the CD workers feeling depleted.
even though I could list all these accomplishments ... I’m feeling depleted ... It’s 
like filling a sink ... and there’s so many leaks that every time I return it’s empty 
again. So, I fill it again but there’s so much work to run to each individual [CD 
worker interview].
The second dimension to each CD worker’s sense of feeling unsupported related to her awareness that, 
as a non-employee, she was positioned outside of the hierarchy of the aged care organisation. As such, 
she was not an ‘insider’ integrated into the organisation, with a direct line of reporting and support and 
an understanding of the internal processes. 
All CD workers employed in service sectors work in precarious spaces – in that they grapple with an 
inherent conflict of interest – they cannot afford to threaten the service sector that employs them 
(Westoby et al., 2019). Particularly in Australia where the service delivery model predominates, they 
struggle to develop emancipatory processes, let alone create alternatives that challenge the dominant 
system (Westoby et al., 2019).
I feel ... I’m going to be the one who stands on the time bomb and I don’t know is 
that good or bad?  I don’t know! [I’m] innocently walking where I have no idea ... 
so this notion of being the CD worker, agency and having more authority – I feel 
like – oh, oh no!  No [CD worker interview].
Power is a frequent theme in community development work, given that the role seeks to address and 
change power relations in order for those with less power to have more influence over decisions that 
affect them (Gilchrist, 2009). The CD workers felt that because there was little direct communication, 
either with them or the staff they were working, upper level managers did not provide the type of 
support they desired. 
we’re really pushing up against walls to make change. And some people are 
really invested in that or they’re really pushing hard to make it happen given that 
they’re told that they should.  But then they’re feeling deflated because nothing’s 
followed up. And they’re not feeling supported and it’s a squash because I’m 
pushing from here and they’re told they still have to fit in to patterns up here [CD 
worker interview]. 
Largely alone, the CD workers were faced with the enormous task of generating and leading cultural 
and behavioural change as outsiders placed in an aged care organisation:
There’s a lot you’re navigating ... it’s a big task in that sense [CD worker interview].
Possibly as a result of the seeming enormity of the task and the perceived sense of working alone, 
there was some turnover in CD workers, resulting in the resignation of the first CD worker and the 
















































‘leadership’ in community development work
Once situated within the aged care facility (albeit part time), there was an assumption from the project 
collaborators that each CD worker would take the leading role as the change agent in the project. This 
was voiced by the researchers, who positioned themselves as a resource – as observers and listeners 
looking for meaning:
see us as a resource ... That’s how we like to see ourselves – as a resource. And 
really we’re an extra pair of eyes slightly back that are looking at multiple data 
... to make sense of what’s going on ... we really do see you as the expert on the 
ground so we want to learn from you [WSU researcher].
Likewise, the CD worker’s employer viewed them as the lead actor, despite them questioning their own 
legitimacy.
The purpose of community development is to develop a sense of ‘community’, where people experience 
a sense of belonging within an informal social network (Gilchrist, 2000). The process of community 
development involves learning and change (Gilchrist, 2013). A CD worker’s role is to enable, encourage, 
empower, educate, equalise situations, evaluate and engage (Gilchrist, 2009).
Essential to this process is leadership (Onyx & Leonard, 2011). Through widespread networking across 
sectors, locations and social groups, the CD worker attempts to create and manage opportunities for 
connection and communication (Gilchrist, 2000). However, because CD work is a non-linear process 
that builds on the social capital of multiple individuals, a collective and dispersed form of leadership 
typically evolves (Onyx & Leonard, 2011). 
it’s not about me leading all this group. It’s me bringing information and we all 
lead through that process. So it’s actually a different experience of a working 
structure for me ... I know how to work within it now. It’s taken me a bit of time [CD 
worker interview].
This style of leadership differs from classic organisational models that emphasise hierarchy and control 
(Avery, 2004; Chiles et al., 2004), such as those generally understood by aged care organisations. This is 
because the core function of leadership in a CD context is to build self-sustaining community systems 
that do not rely solely on one or two people in order for them to continue functioning (Onyx & Leonard, 
2011). Such leadership emerges from the interactions and events that occur during the community 
development process. While invariably chaotic, this process follows a pattern that can be explained by 
complexity theory (Ashby, 2004).
In complexity theory, the emergence of self-
organising networks results from crucial dynamics 
that occur in a non-linear fashion (see figure 8). 
Initially, change creates disequilibrium and, in that 
chaos, new opportunities and new ways of doing 
things become apparent. Next, the disequilibrium 
begins to draw agents together. It is at this stage 
that communication and the sharing of information 
becomes important. Positive feedback loops 
create new ways of operating, whereby positive 
outcomes inspire further change. The process is 
volatile – changes can create conflict – and the 
parties may seek stability based on shared values 
and operating principles. Lastly, the coalescing 
of relationships creates further opportunities 
for collaborative action (Onyx & Leonard, 2011; 






























During the 10K initiative, the CD workers acted as change agents. Their presence destabilised accepted 
practices within the aged care facility, for both staff and residents.
some staff are starting to feel disrupted by the presence of the project and that is 
unsettling ... I think it is normal ... the experience of change for people is unsettling 
...  the work that we’re looking to do is largely unknown. [CD worker interview]
What the CD workers demonstrated was that this type of work requires a high degree of emotional 
intelligence. Rather than avoiding conflict, they welcomed it as a way of discovering unresolved tensions.
as a community development worker ... I can observe and look at what’s actually 
happening and not go into problem-solving.  Just look at it as an opportunity 
for learning ... to know that we are doing our work ... the heat’s being turned on, 
turned up ... And it is getting uncomfortable for people [CD worker interview].
The success of the project relied on changing staff culture. Consequently, each CD worker experienced 
a lengthy period of considerable resistance by staff acculturated to being task-focused rather than 
relationship-focused. 
how do you strategically get a group of people who are task-focused, who don’t 
really want to connect and do person-centred care and don’t want to be involved 
in activities because ... ‘We have no time’ ... ‘It’s not in our job description’ [CD 
worker interview].
This was especially the case when a staff training workshop was made compulsory by the facility 
manager.
people were absolutely avoiding speaking with me prior to the workshop and they 
weren’t writing their names down ... and were asking if they could be excused and 
making excuses ... Those that were most upset about doing it were literally just 
not talking to me or giving me eye contact in the weeks leading up and were very, 
very ... vocally resentful of being in the space [CD worker interview].
However, each CD worker treated such resistance as an objective guide, knowing that when resistant 
people become enthusiastic and supportive that provides a clear sign of positive change.
I have to say I love that kind of stuff because it gives me a gauge when it’s 
working.  Because if you get them, you know you’re doing well.  And it didn’t take 
long before that particular person literally came over to the other side and was 
enthusiastic and into it [CD worker interview]. 
Staff members were uncomfortable with change and/or dealing with conflict and largely lacked conflict 
resolution skills. As is typical in a project of this nature, part of the CD workers’ role was to help build 
people’s capacity to deal with change.
They don’t know how to deal with conflict resolution.  Everybody sort of just gets 
upset and that’s their way of storming out ... I actually sit in it ... I’m totally fine 
with it and I’m interested ... I believe everybody at the heart of it is actually in pain 
when they’re like that and they just want to find a way to come together ... to 
work it out [CD worker interview].
Consequently, the CD workers thought a necessary part of their role was to model to staff how conflict 
















































as a CD worker ... it’s about modelling the practice of how you do this.  How you do 
bring disparity together.  How you do bring things that people would never think 
of [CD worker interview].
People drawing together
Communication was key in enlisting staff support for the project. When forthcoming changes were 
explained to them, and if it was presented in a way that gave them a choice, their resistance receded 
and a sense of teamwork began to emerge.
now we had that training and then the staff were aware of this is how it’s going 
to run, this is what it means and everything about the program – it took off.  The 
staff were happy because they actually got to choose ... They weren’t scared [staff 
interview].
A key element in garnering staff support was to empower them by identifying and playing to each 
person’s strengths. Rather than expecting individuals to do things they were not good at or not 
comfortable with, they were given the opportunity to opt in or out of new initiatives, or suggest their 
own.
the staff said, ‘Yes I’m interested in cooking’ ... ‘Yes I’m interested in doing nail care 
and having someone to talk to,’ and some staff are not good in any of those fields. 
So if you put a staff member in any of those fields and they’re not comfortable, 
they’re not going to want to do it (staff interview)
Positive feedback loops
Gradually, some staff members began to notice positive changes, both in themselves and others, that 
further motivated them to open to change.
I noticed a change within myself because I found it was very hard to step back 
and let things happen because I had control for ... years doing everything for 
everybody and then when [the CD worker] taught me to step back and enable the 
residents to do it for themselves I was just – wow!  Dumbfounded.  I was surprised 
that they can do it and I just assumed just like the staff that we’re here to assist 
and do everything for them [staff interview].
There were accounts of positive staff responses becoming infectious, attracting other staff who, 
previously, had been disinterested.
It’s amazing how we’re having fun and then you’ve got some of the staff that 
will walk past and go, ‘Ooh I’m going to jump in this and have fun as well.’ I’m 
thinking, that’s what you like to see compared to the staff that think, ‘Is my shift 
up yet?  Can I go home?’ [staff interview]
However, some staff members were unaware of their positive impact on others. A CD worker observed 
that, without positive feedback and support, these individuals may have remained unaware and may 
have inadvertently ceased having a positive influence.
you need to support those people ... even with the people who are not seen as 
champions ... I’ve seen great change and it’s all about how do you enable, how do 
you support, how do you listen, how do you acknowledge, how do you appreciate, 
how do you make it easier ... people might not know they’re making much change 
– that’s why you have to be present and available [CD worker interview].
making her accountable and acknowledging her. I think that might have given 




















In response to positive changes, a few key staff members began assuming greater leadership, becoming 
champions of change.
if you show them that it’s not hard, this is enjoyable, you will have fun ... I started 
taking two staff members around to the café and I said, ‘How did you enjoy that?’ 
And they said, ‘Oh I didn’t expect this. This is really good’ ... and I said, ‘Would you 
be interested in doing it next time?’ and they said, ‘Oh yeah put me name down’ 
[staff interview].
the way that she is doing things now, there is a very big ripple effect and when 
we talk about champions ... somebody who can take on the change ... the ways in 
which she is showing leadership ... currently you have somebody who is a lot more 
confident [CD worker interview].
New working relationships
Organically, the champions began to ally themselves with the CD worker, resulting in a small self-
organised team being formed that identified and developed systems changes that were needed to 
address barriers and opportunities as they arose. 
she’s on fire! ... two days later we had a discussion ... we’ve decided we’re going to 
meet regularly ... my thing has been to have [her] included in those meetings so 
that more actions can be taken because she’s somebody who has the capability of 
bridging many of the spaces because she works on the ground with the workers, 
she understands how the system works [CD worker interview].
The initial sense of chaos and conflict reduced over time as new processes and understandings were 
established. With the support of managerial staff, systems of sharing information and initiating changes 
were developed (a) during staff meetings, (b) between staff at handovers, and (c) between staff and 
residents. Learning to work with the existing culture, rather than against it was a significant learning. 
A breakthrough moment came when a middle manager reframed a collective relationship-building 
activity  (a movie night) in such a way that staff did not find it problematic. Strategically, she broke down 
the event into a series of separate tasks individually assigned to staff as part of their work schedule that 
day.
[she] worked out that if, at handover, she writes a list ... [it] was genius ... So here’s 
the list ... ‘take resident so-and-so from room to area at this time.  At supper 
organise that this person’ ... Going through – literally – to the point where it was 
– ‘Take resident back to room’. ... So – big moment – handing it over to the staff ... 
here’s all the list of things to handover ... And she waited. And they all read it and 
went, ‘Yep, OK’ [CD worker interview].
By the time the second CD worker withdrew from the project, a core leadership team of staff had self-
organised to continue the initiatives that had begun.
Questioning legitimacy
The questioning of one’s own legitimacy was a theme that arose repeatedly throughout the project – 
both by the CD workers and staff in the facility. Despite being the appointed leader, the CD workers 
looked to others for guidance and support over the course of the project – this response was independent 
of each CD worker’s personality. 
in the beginning I was like, ‘Oh my gosh!  What am I doing?  Who should be doing 
this?’  I’ve had [her] say to me, ‘You’re the lead. You’re the lead – off you go’. I’d go, 
‘Oh.  What am I leading?’ [CD worker interview].

















































[I’m] sitting constantly in that position of wondering, knowing that sometimes 
I might be stepping over an edge which isn’t my role and needing to be really 
careful with that [CD worker interview]. 
Seeking guidance
In the absence of a clear roadmap, the CD workers regularly sought feedback from the multiple 
stakeholders to build her confidence in the project:
I was feeling overwhelmed ... I [said], ‘OK.  I need to tell you what is going on and 
I need you to tell me whether I’m in terrain I shouldn’t be in now because ... this is 
what’s happening’ ... she went, ‘Well that’s capacity building and that’s strength-
based work so it sounds great and that’s really good for this.’ and I went ‘OK.  
Here’s another thing I did ... ’, And she was, ‘Nope that’s good’ ... But it’s like ... every 
time I go in there’s more conversations and there’s more sharing and it’s great 
but ... I really do need somebody else from [the aged care organisation] to be 
taking up that.  Otherwise I have to pull right back and work out how I manage 
this in the community from a very different perspective [CD worker interview].
In each case, direction was sought initially from the researchers:
it would be good for me to know how we are going to be working together [CD 
worker interview].
I wasn’t quite sure exactly what was needed. So that’s great I’m getting feedback 
because it really is about directing me ... to make it worthwhile and not a waste 
of time [CD worker interview].
Next, the focus shifted to looking to the residents for guidance. Rather than seeking to establish a 
community-based volunteer reference group (as in traditional community development work), the first 
CD worker first sought volunteers from among the resident population to form a Residents Group.
I was saying to [residents] that I needed support.  I said to them, ‘I’m here doing 
community development.  I’m here to look at how we can do things differently’. 
And I was saying to people, ‘I don’t feel comfortable to be making decisions or 
recommendations ... about what we do or how we do things’.  I think they need to 
be having a say in what happens. So, I was saying to them, ‘I would like you to be 
part of making decisions’ [CD worker interview].
In addition to guiding the CD worker, the Residents Group served the function of increasing resident 
agency.
[with] the Resident Group, I think that’s been a shift because they’re not being 
passive in this instance, they’re actually signing up for something where they’ll 
actually have to think and tell me what to do ... that’s a shift, that’s a huge shift 
[CD worker interview].
by actually having the consumer group ... that in itself has created a space for 
[residents] to come up with their own ideas which I think is pretty critical [CD 
worker interview]. 
Over time, the Residents Group continued to operate without input from the CD worker. Subsequently, 





















Processes employed by the cd workers 
Consistent with community development itself, the processes 
employed by the CD workers had to be learned through doing. 
Since CD work has not been undertaken in an aged care facility 
before, the necessary steps to follow emerged over the course of 
the project, through trial and error. However, once identified, these 
emergent processes now provide a guide for future projects of this 
nature. 
Figure 9 describes useful steps employed by the CD workers: (1) 
entering the unknown; (2) observing, listening and learning; (3) 
discovering who is receptive (and who is not); (4) learning and 
teaching how to connect; (5) building on existing relationships; (6) 
sharing information and (7) working collaboratively. While being 
non-linear, these steps have a natural order to them. Each step had 
to be revisited and reinvestigated with different people in different 
contexts – in that sense it was a reiterative process of constantly 
drilling down, discovering what mattered and what worked, and 
then adapting accordingly to refine the process. One CD worker 
described the process as follows:
where I’m leading and finding out stuff is in the 
community, with the residents, organisations in the local 
area.  Then I bring my knowledge and my experience 
and I come here [to the university].  So, then there’s the 
research team ... and then more information comes in 
so I actually learn from that and adapt ... I adapt and 
then I go out in the community with that new learning 
and then once again I come back with a cycle of new 
information and learning [CD worker interview].
1. Entering the unknown 
At commencement of the project, each CD worker was armed only with the objective of supporting the 
development of meaningful relationships between residents and people in their local neighbourhood. 
With no roadmap to follow, they were literally entering the unknown. Consequently, a period of 
adjustment was needed. The CD workers spent time learning to enter the world of the aged care facility, 
to understand the perspectives of residents, staff and visitors, and to look for openings and opportunities 
to connect.
how do I flow into this stream? ... not being pushy ... I could see that there were 
patterns ... people are caught up in their own world ... I’ve had to have a paradigm 
shift somehow – I have had to shift to see things differently [CD worker interview].
Undertaking community development work in an aged care facility (with multiple stakeholders) and 
in the context of a research project (also with multiple stakeholders) added considerable layers of 
complexity for each CD worker.
I was trying to really work it out before ... there are different people steering the 
boat at different times in different directions [CD worker interview]. 
Literally not knowing what needed to be done was a necessary but uncomfortable beginning point for 
the CD workers.
the job isn’t specific ... people are developing this as we go ... and because I’m new 
it’s very much about listening and understanding and I don’t pretend at this point 











































































2. Learning by observing and listening
In the complex world of an aged care facility, each CD worker initially had a lot to learn and take in. 
Understanding the environment required learning how to put aside preconceived ideas and observe 
without judgement. 
Here I am in the space looking at them, talking about them, creating ... assumptions 
around their story ... but they don’t have a voice. I’m ... projecting. So that to me 
was uncomfortable ... my way round it was to go in and start to understand where 
these people are ... I watched ... like as an anthropologist the first step is just to 
look and watch [CD worker interview].
However, sometimes understanding was best gained through direct interaction and experiential 
learning. This was especially relevant when learning to understand the needs of residents with dementia.
I said to her, not knowing what her capacity was, ‘Would you like the curtains 
open?’  And I opened them and her face lit up and I said, ‘’Cos you can look at 
the garden and the birds’.  And she said, ‘Birds!’ ... I said, ‘Do you want to move?’ 
So I moved her [chair] ...  I literally went ‘Move or stay?’ and put her back.  And 
I did it again.  ‘Move or stay?’ and she said, ‘Move’.  So I moved her and then I 
pushed her [chair] into the room a bit and I said, ‘Move or stay?’ and she said, 
‘Move’.  So I moved her again ... she had chosen mid-space where she could see 
the workers, she could see the dining room and she could see out to the garden ... 
it took minutes and it was a massive difference [CD worker interview].
The CD workers needed to understand both the perspectives of those inside the facility and how life 
inside the facility might influence the experiences of people visiting from outside.
when I’m looking at how do I bring people in from the community, I wanted to 
understand, given that there are so many people there with dementia, what are 
they capable of [CD worker interview].
3. Discovering who’s receptive 
Each CD worker discovered that some people were more receptive than others to being involved in 
extending residents’ social world beyond the aged care facility. Sometimes it proved more worthwhile 
to focus efforts elsewhere rather than expend energy breaking down resistance.
the assistant principal ... wasn’t interested at all ... I dropped in, handed them the 
brochure then I rang back asking to speak to them.  The reception lady said they 
were in a meeting ... [he] hasn’t rung me back. So I thought I would let that go [CD 
worker interview].
Networking with others at local community events proved fruitful for creating new community contacts. 
The challenge then became how to develop that initial enthusiasm into a tangible ongoing connection. 
One key learning for the CD workers was to promptly follow up with people while their enthusiasm was 
fresh.
I went to [the TAFE] initially through a forum, where I met a person ... to not miss 
out on what is still possible, I went and met with three of the teachers ... I met 
with all four and I talked about 10K and I talked about possibilities [CD worker 
interview].
Perhaps unsurprisingly, those that were most receptive to engaging with the project were unsolicited 
volunteers who had heard about it and offered their services. This happened with Greg Cronan12, a 
parent from a nearby school who subsequently set up in-house video conferencing sessions with local 
12 Greg’s intergenerational program was not part of the 10K Initiative per se it just happened to coincide with this project. 




















schoolchildren. This initiative in turn influenced the establishment of the IT Social Club, involving inter-
facility communication with residents from another nearby aged care facility. 
Those who had experience of ageing and older people and/or a deep respect and affection for older 
people were most receptive to engaging with older adults.
what I’ve found is people who have an experience or understanding of ageing 
actually do better with connecting with what I’m talking about ... It’s not about 
age ... It’s about experience [CD worker interview].
She talked about losing her grandparents and how at some point they had to 
negotiate with the aged-care facility and how challenging that was ... So she 
actually gets what we’re doing [CD worker interview].
I know what it’s like to have elderly people in the family. Like my grandparents 
raised me so I have the utmost respect for them so we kind of try to portray that 
when we’re dealing with the residents [community interview].
Sometimes this affection for older people was discovered through careful observation.
what I’ve noticed is one particular staff member showing compassion when 
talking with residents and actually taking the time to sit down and talk with 
[them] [CD worker interview].
In some cases, people’s willingness to be involved was motivated by wanting to recreate a sense of 
extended family that may have been missing in their lives.
I’m meeting with ... a mum with two young sons who I connected with through 
Community Noticeboard’s Facebook page ... and we’re looking to meet next week 
... to see how she can actually come and assist with making some of these activities 
happen. ‘Cos what she wants to do is have her two sons develop relationships 
with older people ... One’s 9 and one’s 14 ... ‘cos she hasn’t got her extended family 
here [CD worker interview].
4. Learning and teaching how to connect
The CD workers discovered that different approaches worked with different people. Firstly, understanding 
the established politics between groups was important.
I think the tricky thing that is required ... is the ability to navigate very different 
types of people ... some of them are very big personalities and there are different 
factions in that space as well as the different hierarchical systems that are there 
[CD worker interview].
In interpersonal interactions, the key lay in observing, listening to people and allowing them to lead the 
conversation. This often began with first getting to know each other and required taking one’s time.
people are actually having a different type of relationship [with me] and maybe 
because I do have more time to have that chatty in-depth [conversation] ... I don’t 
have that frenzy energy that other people have where they have to do 150 other 
things ... I’m very conscious when I’m there, I’m there. [CD worker interview].
For the CD workers, being open, curious and non-judgemental were important attributes in order to be 
accepted, especially by staff.
[it’s] important for me to know they’re not feeling preached to, they’re not being 
















































Creative approaches were needed to counter staff resistance. Techniques included using humour and 
remaining calm and interested – all of which required a high degree of emotional intelligence.
it’s big to be able to manoeuvre with a lot of people who have different ... capabilities 
in communicating ... even when they’re resistant. It’s like using humour, when 
they’re angry, not being angry and just being interested [CD worker interview].
One CD worker explored ways of workshopping problems with individual staff members, asking them 
questions to engage them in the process of finding solutions (rather than providing them with the 
answers). 
[he] was saying something like, ‘It’s a great idea but it’s never going to work ... I 
was pretending literally as if he was in the workshop and just saying things like 
... ‘That’s exactly what the focus is.  Like how do you do that and what are the 
questions to ask and how do you make a difference’ ... So he was involved in the 
process before he knew it ... he started to shift his own story [CD worker interview].
Sometimes using stories or analogies helped people understand problems differently, which staff could 
then reuse with their co-workers. This had a positive effect on staff when such communication proved 
effective, which resulted in others using analogies to improve their communication.
I’d just taken [her] through ... a garden analogy – and she used it on him.  So he 
empowered her.  She felt great about using it. It’s really working. He used it on a 
volunteer and then he was able to shift and see that ... it was really useful. And 
then he came to me and went, ‘It was such a great talk that you and I had’, which 
was great! [CD worker interview]
The CD workers encouraged staff to change the way they communicated with residents, drawing 
attention to the underlying beliefs underpinning their work culture.
staff [need] to communicate with the residents in a way that empowers them 
or allows them to have a voice ... that was a real struggle for me ... because it’s 
also about organisational change and everybody’s different paradigms, also the 
way that people have been instructed and what they’ve assumed [CD worker 
interview].
Furthermore, with residents, the CD workers needed to negotiate practical issues, such as short-term 
memory loss and logistical concerns, to support increases in social engagement. For instance, a repeated 
concern for residents was easy access to toilets.
to get people to come, I actually had to go and doorknock. I had to go and find 
people and say, ‘It’s time’ [for the meeting], chatted with people, negotiated toilet 
breaks and things like that. ‘If you need to wait for this, you wait for this. You come 
down when you’re ready’ [CD worker interview].
The CD workers discovered that regularly spaced resident activities that provided opportunities for 
spontaneous casual conversations were most conducive to residents developing friendships with 
people from outside the aged care facility. 
it really doesn’t matter what you’re doing, it’s about the relationships that are 
built while you are doing that activity ... if you give people something to do it gives 
them an emotional security where they can drop into the relationship as much as 
they want or not want [CD worker interview]. 
Examples included a regular community-based knitting group and regular in-house video-conferencing 




















relationship with the external instructor who ran the in-house craft group: She’s lovely ... she gets to 
know you [female residents].
we have a craft class – I would not miss that - that’s very, very good.  I’m the only 
man – with all the ladies!  One man and 12 ladies!  I would not miss that on a 
Wednesday afternoon for all the world [male resident]. 
Furthermore, friendships between residents were also facilitated by activities that generated 
conversational opportunities, such as preparing for the regular video-conferences with schoolchildren, 
informal chats following the in-house exercise class, or discussing what they wanted to include in their 
‘bucket lists’.
The exercise class has started ... they stopped it for about six months ... So it’s 
restarted ... People talk about what it was like for them.  It gives them something 
to talk about amongst themselves [CD worker interview].
5. Building on existing relationships
The CD workers discovered that building on existing relationships required less effort than establishing 
new relationships, although new relationships were still encouraged.
it is about relationships and knowing somebody is easier to make that relationship 
happen [CD worker interview].
the [school] principal there is innovative ... his mother lives in [the] facility so his 
heart I suppose is there too [CD worker interview].
The snowball effect of being introduced by others made new connections easier. Sometimes the way 
people wanted to help was unexpected, such as volunteering to advocate on behalf of residents.
I met a lady, Anna, who then referred me to two people ... I met Anna, the first 
lady, when I was doing the training ... so I hung out at the coffee shop ... one of 
those people – this is about connections isn’t it – one of the ladies’ son is president 
of the Local Community Transport Scheme. So we talked about how transport’s 
really important for people living in the aged-care facility ... Now he said he’s very 
keen – he’s a political human being – he’s very keen to go lobby the [council] [CD 
worker interview].
Teaching staff to develop systems that captured people’s social networks was identified as important, 
whether they be residents, volunteers or staff.
they don’t have any process of once again [around] the social networking and 
capturing information that would be really useful.  So where do your volunteers 
work?  What are their hobbies?  Do they live locally?  What do they do?  Who do 
they know? [CD worker interview]
This emphasis led to collaboratively developing new intake procedures for the facility to use when 
admitting new residents, to find out:
What did they do before they came here?  What were their interests?  What were 
their abilities?  What were their networks?  Did they actually have any ... a lot of 
people ... lose a lot of contact with friends [CD worker interview].
6. Sharing information 
In this project, community development was a reiterative process of collective learning based on 
shared information, shared understandings and regular feedback, resulting in further refinements and 
















































However, being the person that staff and residents trusted placed each CD worker in a precarious 
position at times, particularly if acting on that shared information might expose others.
there have been some very pointy moments ... So what is happening is I’m like a 
confidante. I’m the person the people are sharing lots of information with ... what 
do I do with that information? What is useful to do with this? What could cause 
problems with this? ... I suppose trust is being built and more is being expressed ... 
more is being shared [CD worker interview]. 
7. Working collaboratively
Sharing information with staff and seeking their feedback gradually built trust and fostered a 
collaborative working relationship. This communication and feedback reduced the power imbalances 
between stakeholders, making shared decision-making/leadership possible to some degree. 
it’s really about shared information – bringing information out and making it 
possible for everybody to feel a position of power once that information’s there. So 
no-one’s holding onto power – it’s collaboratively and openly shared and brought 
people in [CD worker interview].
The CD workers made a point of communicating to staff that they had valuable expertise that was 
essential to the success of the project, saying:
‘You’re the ones who know ... help me understand how to do this.  These are the 
things that I’ve seen’ ... [We’re] a formidable team - it’s all possible [CD worker 
interview]. 
This approach helped lay the ground for a more rewarding, collaborative working relationship.
it was really good to be in a moment with a number of people having a dialogue 
and finding a way to talk about something that had a few people involved who 




















critical moments – turning points
Three critical moments marked significant turning points in the 10K intervention. The first was the CD 
worker becoming accepted by staff and her transition from being ‘outsider’ to ‘insider’ midway through 
the intervention (due to a staff training workshop held in November 2018). This resulted in a small 
collaborative team of 10K champions forming, comprised of the CD worker and two key staff members. 
Positive changes in staff attitudes and working practices were more marked following measures 
implemented by this team.
[she] invited me to come and participate in a handover ... And they said, ‘Well 
now that we’ve seen ... how you approached everyone ... ‘we were all very worried 
about what you wanted from us’.  Because prior it was very much about, ‘We 
don’t have time. We don’t have time to take this on.  That’s not our role’ ... Politely 
smiling but ‘leave me alone’ [CD worker interview].
The second turning point occurred independently, without the CD workers’ involvement and 
demonstrated a marked change in staff culture. A suggestion by a resident to have a pool party was 
immediately acted upon and translated from an idea to a reality reality within 24 hours. Staff, residents, 
families and volunteers were all invited, supplies were purchased, and staff brought in props, costumes 
and pool equipment less than 24 hours later. The key to this event was suspending hierarchical 
relationships – everyone was given permission to be themselves and to have fun.
little things are happening which I kind of think are big things ... this [staff 
member] – she went and did something which is very uncharacteristic of her ... a 
resident said ... he wants to have a pool party.  So, she went out and she bought 
all this paraphernalia ... Everybody got dressed up ... and [there were] people in 
wheelchairs with their feet in little blow-up pools and she sent me the ... and one 
of the people who was very negative is smiling in these ... like in it.  These things 
are really awesome and not even needing for me to be there. They’re just doing it 
and proudly showing me [CD worker interview].
Lastly, as a result of word-of-mouth in the wider community and more open staff attitudes, a video-
conferencing initiative was established by a parent from the local primary school which gave residents 
an opportunity to get to know a group of local schoolchildren. Using the technology that had been 
introduced, residents were subsequently able to regularly meet online with residents in another nearby 
facility. This initiative marked the point at which the community development work done up to this 
point and the resultant changes in staff culture had laid the groundwork for the residents to connect 
meaningfully with new people in the local neighbourhood (without the help of a CD worker), which 
was the objective of the 10K intervention.
community perspectives
Making visits pleasurable
Data gathered from a community meeting and follow-up interviews with individuals from the local 
community provided valuable information on their perspectives. Four significant themes arose from 
these datasets in relation to increasing community engagement, all of which revolved around making 
visits pleasurable: (1) the importance of reciprocity; (2) feeling welcome; (3) the physical environment; 
and (4) easy proximity.
1. Reciprocity
Creating a ‘win-win’ situation was considered essential to connecting members of the community with 
residents, meaning that both parties had to derive some reciprocal benefit from the exchange.
to bring people together there has to be some sort of win/win situation happening 

















































The benefits might be emotional, or more tangible (or both).
for a relationship to be effective people have to get something from that ... 
emotionally or whatever [community interview].
Examples included providing opportunities to practise English or foreign languages:
if you look at the profile of the population there’s a lot of new arrivals ... they might 
need to practise English so maybe they can go and read maybe to somebody 
that’s vision impaired ... [to] practise their English ... Or students that are learning 
languages ... say if they speak Arabic they can go and visit an Arabic person and 
practise their Arabic [community interview].
Opportunities for intergenerational learning were considered important bonding experiences that 
could provide reciprocal pleasure.
I think intergenerational projects are really strong ... anything that sets that 
dynamic up ... it could be photographic, it can be oral histories, it could be sound, 
music – thinking about songs, the memory of lullabies, the memory of music that 
you fell in love to. What made you dance your socks off ...  all those kind of life 
experiences that make your heart swell [community interview].
Interactions that involved regular contact were seen as opportunities for genuine friendships to develop.
[there is] a resident that was ... a very regular customer of ours – but they’re now 
our friends really because they come so often and we love having her there and 
the person she comes with [community interview].
2. Feeling welcome
Many interviewees themselves had parents in aged care. They described what a difference it made 
for them to feel welcome in the aged care facility – this had the potential to transform their visits from 
being ‘a duty’ to ‘a pleasure’. Examples were given of feeling welcome in aged care facilities:
I think when I’m going into them I get to know the staff – the staff know me. So 
when you’re walking in and out you’ve always got people that are saying hello. 
They know exactly who you are and know what you do for the facility ... I think 
that makes a difference [community interview].
It doesn’t feel clinical – it’s very warm ... everybody knows everybody ... [there’s a] 
sense of real community in there [community interview].
I think aged-care centres could get better at ... just people having a good time in 
the place. [community interview]. 
3. The physical environment
Creating environments that were pleasurable to be in was an important theme. The reception area of 
the facility chosen for this project was perceived as uninviting in its current form.
It’s very dull ...  it wasn’t an unfriendly environment – it was a very down 
environment.  Not very like vibrant ... it doesn’t look like the happiest place from 
just the lobby area ... It looks a bit old so maybe if they got like new chairs or new 
tables and maybe ... put some new paintings up – just something that brightens 





















Attention was drawn to the overall décor of the facility and the need for points of beauty in the physical 
environment.
beautiful things are really important in those environments.  A sense of seeing 
something beautiful and playful – that’s why people love the birds and the fish 
tanks and the flower arrangements because it’s like a focal point ... just focal 
points of beauty that you can look at that take you somewhere nice [community 
interview]. 
Cafés and garden spaces were seen as particularly important meeting places – they provided 
opportunities for beauty and were conducive meeting places for people of all ages.
Gardens are a whole thing in their own right I think.  They’re really powerful ...   
[They have] memories of other gardens ... [they are] spaces people love to be in ... 
When you’ve got them in a garden and there’s kids running around that’s like a 
win/win situation! [community interview]
Coffee shops were regarded as particularly suitable for family visits since they provide relaxed, enjoyable 
spaces where people can connect over food. Some saw coffee shops as an important way to entice 
families to visit aged care facilities.
the nursing home my mother was in had a coffee shop ... We’d sit out the back 
and they had like playground equipment for the grandkids to play on and we’d 
sit under the balcony and have a hot chocolate and Mum could watch the kids 
playing ... so that was good for families ... Maybe try and make the nursing home 
a bit more family friendly to get them to come in [community interview]. 
4. Easy proximity
Early in the project, a café opened a few hundred metres from the facility, which created new 
opportunities for residents to go out and socialise. 
I do know that they do enjoy coming outside ... when they’re there and having 
coffee you can tell that like being outdoors – I don’t know how often they get to 
kind of venture out [café proprietor]. 
Being in walking distance was seen as important – it meant that residents and families could easily walk 
to the café whereas previously transportation had been a barrier to going out.
it’s hard work to get all these people into a wheelchair then get them into a bus 
















































Identified barriers and emerging solutions
“It’s not in my job 
description,” 
“I don’t have time”
“I don’t feel like it”
“It feels like a hospital”
Enabling resident agency
Feeling welcome - being greeted
“Bucket list”
Win/win activities - reciprocity
Scheduling person-centred  







Internet technology (with schools, 
residents in other facilities)
Attractive informal meeting place 
(external garden or cafe)
Fig. 10 Examples of stakeholder barriers and ways of addressing such barriers
The findings already outlined identified a range of barriers and solutions that emerged over the course 
of the project. In summary, seven main barriers to a network-centred or relationship-centred orientation 
to residents were identified: (1) bureaucratic systems; (2) staff resistance; (3) institutionalised mindsets 
among staff and residents; (4) inadequate systems for gathering and sharing information; (5) weak 
community networks; (6) poor internet access; and (7) the aged care facility’s lack of public appeal. 
Through teamwork, experimentation, sharing information and positive feedback loops among staff, 
solutions to these barriers started to emerge. For example, scheduling relationship-centred activities in 
staff rosters and creating a formal structure for residents and staff to get to know each other (the buddy 
system), combined with positive feedback from residents, helped shift staff attitudes. Likewise, creating 
more opportunities for connection and engaging residents in thinking creatively about activities 
they desired (such as the bucket list) helped build their sense of agency, which inspired them to be 
more active and engaged. Likewise, accommodating the needs of people from the local community, 
by making them feel welcome and appreciated, went a long way in terms of encouraging greater 
engagement with residents (an example is the video-conferencing with children and adults outside the 
facility). However, further changes that are needed, such as facility-wide internet access for residents 






















At the conclusion of the project, data was again collected from a staff focus group and resident and 
staff interviews conducted after the extraction of the CD worker. While results were mixed for residents, 
there was some evidence of increased social connectedness among residents since the beginning of 
the project. A notable change was that a number of resident interviewees insisted on being interviewed 
collectively with their ‘friends’ from the facility, rather than individually. This did not occur with the pre-
intervention resident interviews and represents a demonstrated increase in residents exercising their 
agency. 
Staff, on the other hand, were largely enthusiastic about continuing with the objectives of the project 
and cited examples of positive changes they had observed in the residents that motivated them to 
continue with taking a relationship-centred approach to residents.
resident perspectives
Residents’ collective average scores from the Duke Social Support Scale were slightly down on the 
pre-intervention result (22.4 compared to 25.4). However, this result may reflect a number of variants 
– the small sample size (9), the increased functional decline of residents over the course of the project 
(which made going out more challenging), the time elapsed since the second CD worker withdrew 
(approximately 6 weeks), the severe bushfire smoke experienced by residents during the final interviews 
(a period in which six residents (15%) died) and the design of the Scale itself. We found that, by excluding 
people that residents lived with, the Duke Social Support Scale was not useful for measuring friendships 
within the congregate living situation of the aged care facility, which appeared to account for most of 
the residents’ social connections.
Residents continued to be resigned to infrequent visits by family and friends, due to geographic 
















































she’s too far away ... None of them live here now- they’ve all gone ...  I don’t see 
them very much ... They all go to work. It’s hard [resident interview].
I understand - they’ve got their own lives, they are working, they’ve got their own 
problems [resident interview].
Most of my friends have died ... so sad ... it’s hard but you’ve got to put up with it 
I’m afraid. Not much you can do [resident interview].
To some degree, talking on the telephone with family made up for infrequent visits. 
My daughter rings me up every morning ... Oh yes!  Every morning and she only 
lives ‘round the corner [resident interview].
However, according to residents, adult children lacked a shared understanding of the losses that 
accompany growing older – especially the loss of a partner. In that sense, friendships with peers were 
seen as more valuable.
young people, when you reach a certain age, they can’t understand ... [with] your 
kids ... you can’t communicate with them on that subject because they will not 
agree with you. They will tell you, ‘You had your time Mum – Dad was there. You 
had a good time’.  But Dad is not there. Dad is gone [resident interview].
a woman or a man they need a companion.  They don’t have to be married or 
anything but just have somebody to talk to, to go out and share your emotion or 
your sadness or your joy and so on [resident interview].
Over the course of the project, meaningful connections between residents appeared to have increased. 
[I have] Good friends here. Not many but ... She comes into my room and watches 
the weather forecast [resident interview].
[Resident 1]: Since I came here, I made friends - like [he] is my best friend.
[Resident 2]: Yeah!  We’re working on it!  I might even marry her! [resident interview]
When asked what was needed to improve their connection with the outside world, one resident 
reported feeling happy with her current life.
I’m happy here. I can’t see anything else [that’s needed]. I am happy here [resident 
interview]. 
Others referred to specific interventions that had improved their lives. A frequent topic of conversation 
was visits with a group of children from the local primary school along (and regular follow-up video-
conferences) that allowed residents and children to get to know each other.
I think it’s been very helpful to us. And I think through this inter-generation with 
the schools – that’s part of that and it’s a wonderful thing. That is really, really 
beautiful [resident interview].
[I] Enjoyed the school children coming in and singing to them [resident interview].





















[Resident 2]: From the school up here – they come down or we’ve gone there – it’s 
been really interesting ... 
[Resident 1]: They’re nice kids too ... very friendly [resident interview].
Residents also demonstrated an increased sense of agency and a greater inclination to help and 
support each other.
I’ve got a scooter ... I’ve got wheels yeah and I drive to [church] [resident interview]. 
me and [him] have our meals together ... I helped [him] buy his little scooter ... 
mate the first time he got that he wouldn’t stop smiling ... I took him out to Pendle 
hill – that’s up the road up the great western highway ... he had a ball [resident 
interview].
In some cases that sense of agency extended to openly complaining about aspects of life in the aged 
care facility.
I don’t agree the system that ... [male staff] give me my tablets when I am in 
my dressing-gown or my nightie ... Oh come on!  There is no respect then ... I am 
telling you what I don’t like here! [resident interview]
Positive interrelationship between residents was evident in their inclusive turn-taking style of 
conversation during an interview:
[Resident 1]: We had someone come in the other day for Australia Day – some sort 
of singer.
[Staff member]: Entertainer.
[Visitor]: Yeah that was good.
[Resident 2]: Man who sang songs.
[Staff member]: Yeah that was good.
[Resident 1]: Good fun.
[Resident 3]: I’ve had quite a lot of entertainment here at the moment.
[Resident 1]: And we had a barbeque last week.
[Staff member]: And they did their own – they went and helped themselves to 
whatever they want and it was a really good feedback.  
[Resident 1]: Yeah that was good. That was better ... 
When residents discussed infrequent visits from family members, dominant discourses of ageing, such 
as loneliness and resignation, were still present in their post-intervention interviews. Feelings of loss, 
however, were not as evident in the second round of interviews and a growing sense of agency was 

















































What we noticed was missing for residents both generally and specifically during this project was space 
for them to critically reflect on any changes together as a group. The continuous feedback loop that 
staff experienced in staff meetings and handovers, was not available for residents. In this project, while 
we interviewed staff both collectively (in focus groups) and individually (in key informant interviews) 
the project design only allowed for residents to be interviewed individually. This, quite rightly, some 
residents took upon themselves to challenge and resist by insisting on being interviewed collectively in 
small groups. 
Group discussion amongst residents should be encouraged not only to promote belonging through 
social inclusion (Burholt et al., 2019) but to also foster a sense of empowerment, as collaboratively they 
can critically reflect on the benefits of any changes while also exploring further solutions (Gibson, 1991). 
A reflective group space which promotes residents having more control over their lives, will not only 
seek to increase agency and activity (Faulkner, 2001), but also serve to alleviate feelings of loneliness.
staff perspectives
In the post-intervention focus group with staff, there was considerable evidence of cultural change 
among staff – and even though culture change was not always easy, residents’ needs were now 
influencing their work practices.
staff are listening to the residents and giving me feedback to make sure we’re 
going to cater to their needs [staff focus group].
If that was important to [residents] we would try and make that happen [staff 
focus group].
It may be hard, but we’ll work it out [staff focus group].
Interestingly, the organisational networks staff described in the social network mapping exercise related 
more to organisations and individuals who offered opportunities for residents to develop meaningful 
relationships whereas, in the pre-intervention group, professional (often medical) connections were 
more prominent. Staff felt that they had collectively become less task-focused and more resident-
focused, particularly as a result of the staff-resident buddy system.
[we’ve] started growing with the residents.  It’s not task-focused ... with the buddy 
system ... they’ve actually taken on more connection with the residents [staff focus 
group].
Despite feeling resistant initially, staff could now see the benefits of the project.
when we first found out it was like, ‘Oh no’. ... But now ... All of us have changed our 
perspective. When we first heard about it – like now we see the importance of this 
project because if it wasn’t there like we wouldn’t have realised ... the importance 
... I think for me personally it was like seeing the residents interact with more 
groups outside of our organisation.  Like people from the outside coming in here 
and seeing how happy that made them, and the staff as well [staff focus group].
Staff reported positive changes among residents as a result of the project.
before we started 10K Project there was pretty much nothing on the weekends.  
The residents were always complaining, they were bored and now we have a lot 
of things going on at the weekends that we didn’t before. So now they actually 
look forward to their weekends [staff focus group].
The project had had the effect of decentralising the role previously occupied exclusively by the lifestyle 




















all the staff have taken on board who we are regularly connected with.  So, say if 
you took me out of the equation, they know that these are the connections that 
are on-going [staff focus group].
Entertaining activities were no longer seen as one-off events where residents (and others) were merely 
spectators. The focus had shifted to encouraging active participation/joining in to build connections 
and relationships.
when there’s a theme day or an event that’s in here and we get outside resources 
in, they mainly want to connect together and join in and that way there’s more 
socialising going ... we all join in. We get the families if they want now to join in 
... We get the pastoral carers and the volunteers to join in, like today [staff focus 
group].
Staff reported that this approach had had a positive influence on residents’ wellbeing. In fact, a change 
of language was evident in staff accounts. Instead of referring to ‘activities’, they now referred to residents 
‘making friends’.
[at the] Community Centre - They’re a massive big group of seniors and they 
connect up with their friends that they’ve just started making [staff focus group].
Over the course of the project, staff witnessed the benefits of reciprocity. In their own interactions with 
residents, they had benefited from developing warmer relationships.
The staff actually get involved with the residents and what relationships come 
in to see those residents’ and they bond with them and have connections with 
these people [staff focus group].
They had also witnessed the benefits of reciprocity when residents and children interacted in the 
intergenerational program.
They get attached to the kids and some kids who doesn’t have grandparents, 
they take this very seriously and they love to come [staff focus group].
Some of them really miss their grandchildren ... so when they see the kids [from 
the local school] its building relationships with them. Even they have photos with 
them and that’s a big thing [staff focus group].
In the case of the children, staff were surprised how quickly children got to know the residents.
It’s pretty quick ... when young children come in I’m surprised but they actually 
remember the residents’ names. ‘Oh how are you goin’ Norm? How are you goin’ 
Rex? Oh there’s Audrey!’ And it’s amazing how the students were going, ‘Oh this 
is fantastic!’ And I can’t remember their names ... there’s 30 children coming in! 
They’re fantastic! [staff focus group]
There was now a recognition amongst staff that relationships build over time and, in order to build 
relationships, ‘continuous connection’ was needed – activities needed to be held regularly and repeated 
often.
the people who come here have a personal like relationship with the residents. So, 
they come in here to perform but then they’ll go to the side and talk to them after, 
beforehand. So, it’s not just them getting paid to do a service, they’re actually 
forming like a relationship with the residents [staff focus group].
















































I try and make the schedules – like the school’s going to be weekly ... The churches 
is weekly.  [The] Community Centre – that’s monthly [staff focus group].
External people from the local community were also being encouraged by staff to actively get know 
residents, not simply perform a service – one example was the library service.
the library person will come and ... say, ‘Would you like that home-delivered to 
your room?’  ...   now it’s coming more personalised.  So that person’ll come up and 
ask you, ‘How are you going?  Is there anything different you want for next time?’ 
[staff focus group].
Prior to the 10K initiative, many of the residents who came from other cultures had had little to no 
contact with people from their cultural/language group since entering the facility. Staff reported that, 
once they found a solution to their transportation issue, inter-facility visits with another facility (and 
video-conferencing between residents at these two facilities) helped maintain residents’ cultural 
connections.
you’ve got residents that speak another language – you’ve got [J] talking to 
another Maltese lady and [D] talking to another French lady ... we’re only 40 
bedder but they’re 100. We’re actually getting our small group over to them to mix 
with the cultures and keeping that cultural connection going [staff focus group].
Staff observed that residents behaved differently when they could go out and have fun.
You can see them dancing – they’re different you know – not [the same as] what 
we see in the facility [staff focus group].
It was clear from staff accounts that adopting a relationship-focused approach to residents had made 
their work more enjoyable, which provided them with the motivation to continue focusing on residents’ 
relationships. 
if we see them happy, and that’s what they want, we give [staff focus group].
What I notice[d] ... the staff – they change from task-focused. They got told that 
yes, I can spend the time with the residents.  And when they knew that, the staff 
wanted to enjoy joining in doing things with the residents. Finding out what the 
residents want to do ... some staff members said, ‘Well I can do that’ and they took 
the time out and did that with the residents, which made the staff happy, the 
residents happy, everyone happy [staff focus group].
Discovering the importance of a relationship-centred approach for themselves, through direct 
experience, was an important part of the learning process.
Let us see it for ourselves ... Like talking about it is one thing but when I actually saw 
it on the weekends, happening through the week, it actually makes a difference 
– like having people from the outside coming in [staff focus group].
When asked what advice they would give other facilities entertaining a similar project, staff said:
Try ... you can’t experience something if you don’t try [staff focus group].
These findings are consistent with another person-centred intervention across multiple aged care sites, 
which found that gratifying responses from residents gave staff extra energy and vitality that inspired 
them to continue ‘doing a little extra’ for residents (Vassbø et al., 2019). As in the 10K initiative, working 




















are stimulated by) decision-making discretion; broad information sharing; and a climate of trust and 
respect among co-workers (Vassbø et al., 2019). 
Over the course of this project, staff were encouraged to make decisions, to volunteer suggestions and 
to opt in or out of activities (decision-making discretion). 
knowing that you’re allowed to do it instead of just being ‘come in, do your job 
and go home’ [staff focus group].
Information sharing in small and large teams was encouraged and this shared knowledge was 
subsequently systemised (broad information sharing). 
I love it because if we can bring anything to life it’s a bonus ... between us we try 
to bring it to life.  I’m going, ‘What do you think about that?’ and she’ll go, ‘Oh this 
way ... ’. I’ll go, ‘Oh that sounds better!’ [staff interview]
We’re about to do a complete overhaul of their lifestyle program, taking in a lot 
of the ideas thrown out there by the 10K Project that we couldn’t make happen 
before.  But we’re finding little ways to integrate them now ... we’re also going to 
be overhauling the residents’ lifestyle profiles so we can better understand their 
needs [staff interview]. 
This contributed to their ability to confront challenges and find creative solutions individually and 
collectively, allowing them to see how their work fitted within an overall set of shared goals. Such an 
approach appears to have led to staff feeling valued and respected, creating an increased climate of 
trust and respect (Vassbø et al., 2019). 
According to Spreitzer et al. (2005), individuals thrive at work when three ingredients are present that 
allow them to: (1) focus on the task at hand; (2) explore novel approaches; and (3) look out for one 
another. When individuals focus on a single task, they become absorbed. Exploration and exposure 
to novelty increases learning. Looking out for each other makes people more likely to help others 
and provide social support. In combination, all three approaches stimulate energy and enthusiasm 
which positively influences the local work environment, irrespective of the larger organisational context 

















































Aged care service provision has come under increasing scrutiny in Australia with the Royal Commission 
into Aged Care Quality and Safety (2018-2020) documenting many shocking examples of neglect and 
abuse and concluding in their interim reports (Royal Commission into Aged Care Quality and Safety, 
2020) that the system was failing. While we do not suggest that this is true of all aged care services it 
does highlight a system in crisis. It is however true to say that the system is dispiriting. Few people aspire 
to spend their last days in an aged care facility with the resulting loss of independence, meaningful 
relationships and a sense of purpose and value in their lives. While current policy directions are shifting 
to person-centred care and moving away from an overreliance on clinical care as the sole measure of 
quality, to achieve this it is clear that residential aged care 
facilities need to change their practices and cultures. And 
this, as we know, is not a quick and easy process.
Drawing from community development theory and 
practice our research suggests that implementing the 
10k initiative is one way that person-centred care can be 
achieved. After only two years of implementation, with no 
roadmaps to follow, we found significant changes in staff 
culture and practices, changes in the facility’s procedures 
and practices as well as changes in residents’ behaviours and expectations. While initially we observed 
that residents were well cared for, it appeared they were not so well cared about resulting in loneliness 
and a sense of resignation to being no longer valued or useful. For many their social worlds had indeed 
shrunk. At the conclusion of this research, despite some quite entrenched resistance at first, this had 
changed, most obviously in the staff group and organisational practices but also more subtly in the 
resident group. On our last visits to the facility to conduct our final interviews and focus group we were 
delighted to notice, and be told, that there was a lighter feeling in the air; that people had made more 
friends and meaningful relationships with some embracing a sense of adventure and freedom we had 
not observed before. Staff reported that the workplace was a happier one too with shared responsibilities 
for creatively focusing on relationship and network building for the residents who lived there. This sort 
of change requires commitment, resources and a process which makes residents stated needs and 
aspirations central and then tailors its implementation to those. The 10k initiative, documented here 
and in the accompanying toolkit (see The 10K Initiative: Towards meaningful relationships and network 
centred aged care Toolkit, The Groundswell project), provides a model for such a process. 
... we found significant 
changes in staff culture and 
practices, changes in the 
facility’s procedures and 
practices as well as changes 
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The purpose of the focus groups is to map the social networks at the time of the focus group with a 
focus on relationships and connections between the SCC facility and the local community.
Materials:
 • Multiple copies of table 1
 • Participant information sheets and consent forms
 • Audio recorder
 • Butchers paper
 • Blue tac
 • Multiple numbers of red, blue and yellow felt pens
Agenda
Introductions
Welcomes and overview of purpose of the focus groups.
Go through the participant information sheet and consent forms. Collect signed consent forms. (Turn 
on recorder at this point assuming consent is given).
Today we would like to hear about the other organisations, services or community groups that are 
important for the quality of life of clients (Show participants map of 10k as a guide <a little outside of 
10k still okay, show an example social network map>). 
Please introduce yourselves by name and position for the recording. 
Filling in table 1. 
First, we would ask you each to individually fill in the table (handout table 1, see over). This is your list 
of the organisations, services and community groups that are important to you in your role within the 
centre. There are a wide range of organisations or services that could be included other aged care 
services, such as transport, social groups, clubs, churches, shops, schools and other commercial services. 
Each person will likely have a different view, and there are no right or wrong answers.
For each organisation we would like you to say something about the nature of the relationship 
Then we’d like you to rate the relationship of your Centre/ service to  ...  So, on a scale from 1 to 3, 
 • Nature of relationship
 • How strong you think the relationship is? (may include frequency, # people, institutional etc.)
 • How important you think the relationship is to your centre/service?
Assist people to fill in the table as needed.
Building social network map. 
Now we are going to build a collective map of this network using butcher’s paper and coloured pens. 
(stick butcher’s paper on wall or place in middle of table)
First, we write the names of the organisations around the edge of this butcher’s paper – as I put them 
down help me check that we don’t put some organisation down twice. Here’s your service in the middle. 
(Add the organisations, services and community groups people have named on their tables around the 






















If this prompted your memory and there’s a few you wish to add to your form that you personally 
interact with, do so and rate the nature, strength and importance of the relationship as you have done 
before.
Now let’s see our network of organisations based on the strength of the relationships you listed in the 
last column (each person to individually draw relationship lines from SCC facility to the organisation, for 
some there will be no lines, for others different people will draw different coloured lines).
 • Use the red Texta to draw a line from the middle to any organisations that you circled 3 very strong
 • and the blue Texta to draw a line from the middle to any organisations that you circled 2 strong
 • and the yellow Texta to draw a line from the middle to any organisations that you circled 1 
somewhat strong
Discussion of map (focus group 1) 
Nature of relationships?
Are there possibilities or preferences for changing the nature of the relationships between SCC and 
some other organisations? What would this look like? 
Are there any gaps, could other organisations be added to this map in the future? (prompts here about 
innovative practices internationally, childcare centres and aged care co-location; rent free rooms for 
students in centre etc.)
What capacity is there for further relationship building?
Conclusion 
Thank everyone for their time. Reminder of what happens next (individual interviews to help build 
relationships and networks). 
Researcher talking to residents and CD worker talking to organisations that might want to connect 
















































Table 1. Connections and relationships with other organisations, services and community groups 
in local area.
Note: Each person could have a different view, there are no right or wrong answers it’s about your 
perspective
Your Name: ____________________________
Role in SCC: ____________________________________ 
Name of Organisation, 
service or community 
group
Nature of relationship
(please write the 
corresponding number 
in this column for each 
organisation)
3 = professional
2 = mainly professional
1 = mainly personal
Importance of 
relationship to SCC
(please write the 
corresponding number 
in this column for each 
organisation)
3 = very important
2 = important
1 = not very important
Strength of 
relationship with SCC
(please write the 
corresponding number 
in this column for each 
organisation) 
3 = very strong
2 = strong























Face-to-face interviews with residents
Materials:
 • Duke Social Support questionnaire
 • Table 1a 
Schedule for face-to-face interviews 
Welcomes and overview of purpose of the interview.
Go through the participant information sheet and consent form. Collect signed consent form. (Turn on 
recorder at this point assuming consent is given). 
We’d like to begin by completing this questionnaire, it’s about the people you see and socialise with 
or get support from (interviewer completes the Duke Social Support Index form with input from the 
participants). 
Now we’d like to do a similar thing about other organisations, community groups you might have 
connections with over the last few years (fill in table 1a) Can prompt for previous connections, and 
connections they would like
Discussion of questionnaire and table:
 • Current Activities- What kinds of things do you do in the week, who do you see, where do you go?
 • What do you enjoy most or what would you like to do more of?
 • Importance and strength of connections
 • What did you used to enjoy, prompt for previous interests and activities?
 • What are your skills and talents that you could contribute now?
 • Discuss interesting things happening internationally in aged care e.g. childcares, chickens, uni 
students, pets etc. 
Other topics
 • Are there any social/support services you access currently?
 • What do you already contribute/ do in terms of connections and networks in your local 
community?
 • Would you like more relationship and connection building? With the organisations listed or 
others in the local community? Such as?
 • What else do you think you could contribute to the community e.g. prompt for school readiness 
programs, library groups where elders talk about their lives/history, talk about/write about 
process of getting older, thinking about death/coming to end of life, reflections of life, what like 
was like in a particular decade e.g. when 20 (using knowledge as a community resource)
 • What else would you like to see happen in terms of connection and relationship with the local 
community?
 • Are there possibilities or preferences for changing the nature of the relationships between SCC 
and some other organisations? What would this look like? 
 • Are there any gaps, could other organisations be added in the future? (prompts here about 
innovative practices internationally, childcare centres and aged care co-location; rent free 
















































Table 1a. Connections and relationships with other organisations, services and community groups 
in local area.
Your Name: ____________________________________    Date:  
Name of Organisation, 
service or community 
group
Nature of relationship Importance of 
relationship
(please write the 
corresponding number 
in this column for each 
organisation)
3 = very important
2 = important
1 = not very important
Strength of 
relationship 
(please write the 
corresponding number 
in this column for each 
organisation) 
3 = very strong
2 = strong
1 = not very strong 

